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ADULT COURT PSYCHIATRIC CLINICS * 
MANFRED S. GUTTMACHER, M.D., Battimore, Mp. 


In 1909 when William Healy began his 
work in the Cook County Juvenile Court he 
was not only inaugurating a new and vitally 
important approach to the study of delin- 
quency and crime, but he was also intro- 
ducing an entirely new element into the 
constitution of our courts—the court psy- 
chiatric clinic. It is not my purpose in this 
presentation to trace the development of the 
juvenile court clinics but to confine myself 
to an analysis of the development and func- 
tioning of the adult court psychiatric clinics. 

Despite the rapidly increasing acceptance 
of psychiatry by most disciplines—education, 
religion, the army, and even the law—the 
establishment of court psychiatric clinics has 
been amazingly and disappointingly slow. 
We must either conclude that these clinics, 
during the past quarter century, have proved 
ineffectual in improving the quality of the 
work of the criminal courts to which they 
are attached, or that their accomplishments 
have not been sufficiently publicized. I hold 
strongly to the latter view. Indeed, I be- 
lieve that these court clinics are among the 
most important psychiatric agencies in our 
American society. 

In all there are 7 such clinics, Chicago 
having 2. The first adult psychiatric clinic 
was established in Chicago. Dr. Healy’s 
pioneer clinic in the Chicago Juvenile Court 
apparently so greatly impressed Chief Justice 
Olsen of the Municipal Court that a psycho- 
pathic laboratory was established in con- 
junction with that court in 1914, under the 
direction of Dr. William J. Hickson. De- 
troit and Baltimore both established adult 
psychiatric court clinics in 1921. Dr. John 
Rathbone Oliver was the first director of 
the Baltimore clinic. Dr. Oliver, long an 
active member of The American Psychiatric 
Association, was a colorful and unique 
figure. He was a psychiatrist, an ordained 
priest of the Anglican Church, an authority 


1 Read in the Section on Legal Aspects of Psy- 
chiatry at the rosth annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, May 
23-27, 1949. 


on early Greek medicine, and a man with 
the courage of a pioneer. On the recom- 
mendation of the psychiatric department of 
the University of Michigan, Dr. Arnold L. 
Jacoby was selected to direct the Clinic of 
the Recorders Court in Detroit. He began 
his work in February, 1921 and continued 
until his sudden death April 30, 1927. Then 
there were established the Cleveland Clinic 
in 1925, the Behavior Clinic of the Criminal 
Court of Cook County, Chicago, in 1931, the 
Clinic of the Court of General Sessions in 
New York in 1933, and the Clinic of the 
Court of Quarter Sessions in Pittsburgh 
in 1937. I am happy to report that an eighth 
psychiatric court clinic was opened on the 
second of this month. It will serve the 
magistrates courts of New York City under 
the direction of Dr. Pierre Rube. Seattle 
had such a clinic established in 1938. It 
functioned until 1942; unfortunately it was 
a war casualty and has not been resuscitated. 

I succeeded Dr. Oliver in Baltimore in 
1930. And now, after more than 15 years’ 
experience as the psychiatrist of that court 
clinic, I feel that I have the right to pre- 
sent before this Association an evaluation 
of the work of such clinics, discussing their 
weaknesses as well as their great strengths. 
I might even say that I feel that I have the 
duty to make such a presentation. For I 
believe that if I can succeed in accurately 
presenting to you the active functioning of 
this type of community psychiatric service 
you will yourselves become its proponents 
and will stimulate your communities to estab- 
lish such psychiatric services. 

In Fig. 1 you will see an analysis of the 
work of the 7 adult psychiatric clinics now 
in existence. On examining these data, it 
becomes immediately apparent that there is, 
to borrow the army terminology, no S.O.P. 
—no standard operating procedure for such 
clinics. All the clinics primarily serve crimi- 
nal courts, except one in Chicago that serves 
the municipal or magistrate courts. Pro- 
fessor Sheldon Glueck of the Harvard Law 
School has advanced the view that psychiatry 
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can best serve the law by making contact at 
that level, rather than in the criminal court. 
The Detroit Clinic devotes a large part of 
its work to the study and disposition of 
traffic violators. 

In one clinic, 90% of the psychiatric 
examinations are made prior to trial; in 
another, 85% are made after trial but prior 
to sentence. In one jurisdiction the clinic 
reports are always admitted in evidence; 
in another, this is rarely done. Some of these 
differences are due to the variation in crimi- 
nal procedures in our cities and states. Many 
of them, however, result from the fact that 
these clinics generally originate somewhat 
haphazardly through the activity of a small 
group of interested persons who all too often 
are not sufficiently informed about medico- 
legal psychiatry. Despite the fact that such 
clinics have existed for 35 years, no publica- 
tion has appeared in either psychiatric or 
legal journals discussing the purposes and 
principles on which these clinics should be 
founded. 

As I see it, the relationship of psychiatry 
to criminal law has the wrong point of em- 
phasis and the fault does not lie alone with 
the legal profession but partly with us. 
Tradition, or what the lawyers term prece- 
dent, long ago opened the door of the crimi- 
nal court room to the expert in mental dis- 
ease—but for the express purpose of advising 
in regard to the existence or nonexistence 
of insanity. Legalists have put us in our 
place, or perhaps better, kept us in our 
corner and there we have complacently 
stayed. Psychiatry has far more to offer 
justice than the detection of insanity, im- 
portant as that may be—and difficult as that 
may be, when we are forced to make 
our examinations through lenses blurred by 
cobwebs. 


If psychiatry is worthy of a place among 
the sciences of human behavior it should be 
better able than the law to detect motives, 
to measure the force of antisocial drives, to 
discover guilt-ridden individuals with an 
abnormal need for punishment, to evaluate 
the curative potentialities of punishment, pro- 
bation, and psychotherapy in individual cases, 
and to determine levels of individual physi- 
cal and intellectual capacity or incapacity. If 
the nation-wide legal acceptance of the dictum 


that modern justice and penology treat the 
criminal rather than the crime be more than 
empty, pretentious obeisance, then what psy- 
chiatry has to offer is the very meat of the 
business. We psychiatrists have no crystal 
balls and we are not infallible but our clini- 
cal training and our psychiatric experience, 
aided by an understanding of the revelations 
of adjuvant psychological tests, do give us 
a special insight into the offender’s makeup 
and qualify us to express an opinion as to 
his reformability and his potential danger 
to society, as well as to the existence of men- 
tal disease. 

Not for one moment do I advocate that we 
psychiatrists usurp the functions of the 
criminal court judge. Society has today as 
great a need for the judicial gown as it has 
for the priestly robe. But I do believe that 
the criminal court judge needs all of the 
technical guidance that he can get in select- 
ing cases for probation, in formulating the 
conditions of probation in individual cases, 
and in determining the length and place of 
penal sentence. And today most enlightened 
judges will endorse this view. In the 2 
decades that I have been doing this work, I 
have seen a very heartening change in the 
attitudes of the younger men who are now 
being called to the bench. 

It is my practice in Baltimore to send my 
entire case study, which may run over 10 
single-spaced typewritten pages, to the judge. 
I have two chief reasons for doing this— 
first of all this, in my opinion, is the best 
method of educating judges in criminal psy- 
chiatry. Secondly, I feel that a psychiatric 
report is only as good as the completeness 
and accuracy of its data and the cogency of 
its judgments. I am opposed to forcing our 
views on people as though they were oracu- 
lar. On the other hand, I have no patience 
with the psychiatrists, who, although officials 
of the court, are too timorous to make spe- 
cific and unequivocal recommendations in 
regard to the disposition of an offender 
whom they have examined. Courts not infre- 
quently invite recommendations as to sen- 
tence from the defense and prosecuting 
counsel. How then can they, in justice, re- 
sent such advice from their own neutral psy- 
chiatric expert? 

Let us consider briefly the chief methods 
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currently employed by criminal courts in this 
country in securing psychiatric advice other 
than that obtained through the court clinics, 
which we are discussing. First and fore- 
most, there is the time-honored system of 
privately employed partisan experts. 

Surely there is no need to present to this 
group the great dissatisfaction that exists 
with expert testimony. This was clearly 
brought home to me early in my professional 
career. Like most medical graduates I en- 
tered practice with complete ignorance of 
court procedures. One day I found myself 
before an Industrial Accident Commission 
on the case of a brewery employee who had, 
while unloading a truck, carelessly allowed 
a barrel of beer to roll down on his head 
with rather disastrous results. I had care- 
fully examined the fellow and had reached 
certain definite conclusions. As I was wait- 
ing for the case to be called for trial, I spied 
an older and greatly respected medical col- 
league—a professor in the medical school 
and a former president of the State Medical 
Society. We found that we were on opposite 
sides of the same case. After discussing 
our findings, I learned that we were in com- 
plete scientific agreement. Naively and some- 
what facetiously I said, “It is too bad that 
we both have to waste time here. Why can’t 
we toss up a coin and decide which one of 
us testifies?’ My wise and experienced 
colleague remarked, “It is true that we are 
in agreement now, but you wait—after your 
lawyer gets you to stretch the truth as far 
as it can be stretched without its breaking, 
and my lawyer gets me to do the same thing 
for his side, no one will have any idea that 
we are in essential agreement about anything, 
let alone about the prognosis.’”’ Then those 
remarks seemed like rank cynicism but I 
have learned that they merely represented a 
realistic view of partisan testimony, and we 
are grossly deluding ourselves if we do not 
admit it. Furthermore, such biased attitudes 
are unfortunately easily reconciled with the 
laudable philosophy of most physicians: Do 
not deny help to those who seek it. 

Many people gain their chief impressions 
of psychiatry from the lurid newspaper ac- 
counts of partisan psychiatric testimony in 
spectacular criminal trials. And a pretty 
poor impression it is indeed. One of the 


greatest values of the court psychiatric clinic 
is that it practically puts an end to the battles 
of experts in criminal cases. Of course, 
either side has the legal right to employ its 
own expert witnesses, but experience has 
proved that this is wasteful and ineffectual 
because the court representative, chiefly be- 
cause of his neutral status, has too great an 
advantage. 

Then there is another common method 
of securing expert testimony. In most states 
the court may appoint an expert or group of 
experts to advise it in a specific case. This 
is at best a makeshift device with obvious 
defects. It is seldom used except in notorious 
cases, and all too often the experts are not 
experts at all, but merely physicians who 
happen to be held in high personal regard by 
the judge. 

A third way in which expert opinion is 
obtained for criminal courts is the state-wide 
system of pretrial psychiatric examination 
such as the one in Massachusetts adminis- 
tered under the Briggs Law. Such a system 
has great merit but it also has serious defects. 
I found last year, when I had the opportunity 
of going over many of the reports with 
Commissioner Perkins, that the Briggs Law 
as now administered does only one thing 
effectively : it separates the psychotic offender 
from the rest. It gives pretty good assurance 
that an insane man will not be found guilty 
of serious crime, but it contributes to the 
court almost no understanding whatever of 
the psychological and emotional makeup of 
the accused. In fact, Commissioner Perkins 
has instructed his examiners to confine them- 
selves to the issue of sanity. It should also 
be recognized that the Briggs Law, as admin- 
istered, does not provide for a very wide use 
of psychiatric examinations in criminal cases, 
since only about 500 examinations are made 
annually—fewer than are made in Cleveland 
or Pittsburgh. 

Then there is the system where certain 
cases are hospitalized for diagnosis. This is 
in force in Colorado, where the accused is 
sent to the Psychopathic Hospital for study 
whenever an insanity plea is entered. Its 
obvious defect is that the court does not have 
the benefit of psychiatric study in the great 
majority of difficult cases before it, but only 
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in those instances in which formal insanity 
pleas have been filed. 

Now let us return to a consideration of 
court clinics. One practical advantage of 
the court clinic is that it is an official, ac- 
credited agency. It is the court’s own clinic; 
its staff are members of the court team. In 
course of time, if the psychiatrist is a really 
competent man, he may become the trusted 
advisor of many of the judges and even 
of members of the bar with whom he has 
contact. That, of course, is something of a 
selling job—the kind of thing that many 
of the psychiatrists in the Army had to do 
and did with their commanding line officers. 

I believe that with the proper organiza- 
tion the court clinic can adequately discharge 
most of the functions that these other systems 
serve, especially if the court psychiatrist has 
access to beds in a state psychopathic hospital 
where the most difficult cases can be in- 
tensively studied under his direction. 

If you will again glance at Fig. 1 you will 
see that the scope of the Baltimore Clinic is 
unique, in that it is not a behavior or a psy- 
chiatric clinic, but the medical department of 
the courts. I have been unable to learn 
whether this was the result of chance or of 
rare prescience. In my opinion this concept 
of the court clinic has definite advantages. 
First of all, it accents the fact that psychiatry 
is a medical discipline and not some species 
of necromancy. I feel that psychiatry suffers 
in all areas and particularly in the medico- 
legal field, when it is divorced from medicine. 
Then, it offers the criminal court neutral, ex- 
pert opinion in certain important medical but 
nonpsychiatric issues. Every year a number 
of defendants in domestic relations cases 
are sent to our office for examination. They 
are men who contend that as a result of 
recent physical disability they are no longer 
capable of carrying out the court’s order to 
support their dependents. I realize fully 
how difficult it is to be an expert even in a 
single field of medicine and I do not presume 
to be one in anything but psychiatry. But I 
can and do refer these individuals to the 
proper tuberculosis clinic or to a specially 
well-qualified expert on hernias in one of the 
hospital dispensaries, with a note pointing up 
the problem. Reports are made to me and 
I interpret them to the court. Or I may be 
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called upon to determine whether a witness, 
defendant, or juror is too ill to appear in 
court on a certain day. Here the answer may 
be obvious even to me, or I may need the 
help of the individual’s own physician. 

I was in part responsible, a few years ago, 
for having a statute passed making blood 
grouping mandatory in all bastardy cases 
in Baltimore. At first I did the grouping 
myself. But as time grew shorter and the 
technique became more involved, I gave this 
up so that now every case has A B O, M N, 
and Kh groupings carried out in the clinical 
laboratory of the University of Maryland 
Medical School. These reports are sent to 
the court through my office. By this means 
we are able to exculpate about one-fifth of 
the putative fathers in bastardy cases. 

[ feel that Justice’s scales often measure 
too grossly and I believe that the finer balance 
of scientific procedure should be used un- 
hesitatingly whenever it can add accuracy to 
the determinations. 

Last year, as part of my task while acting 
as the psychiatric advisor to a committee of 
the United Nations studying the prevention 
of crime and the treatment of offenders, I 
drew up an ideal plan for the scientific ex- 
amination of offenders prior to sentence. I 
recommended the establishment of a Scien- 
tific Legal Institute for the social, psycho- 
logical, and medical study of the juvenile and 
adult offender. This Institute was to have 
3 divisions: a social division, a psychiatric 
division, and a medical division. The social 
division, in addition to making recommenda- 
tions in regard to the granting of probation 
and supervising individuals placed on pro- 
bation, would obtain full and accurate socio- 
medical case histories in a high proportion 
of cases, permanently filed and made acces- 
sible to certain official agencies at any time. 
These records would be kept current and 
would not only be of value to the probation, 
parole, and penal authorities, but could also 
assist the courts in sentencing. The psychi- 
atric division would be staffed by psychi- 
atrists, psychologists, and psychiatric social 
workers. It would be equipped not only to 
examine but also to treat cases. In addition 
to the cases specifically referred for examina- 
tion by the court or one of its agencies, rou- 
tine pretrial examinations were recommended 
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in certain types of offenders: individuals 
charged with capital offenses, individuals 3 
times charged with the same crime, and those 
charged with sex offenses, homicide, arson, 
bigamy, abandonment and cruelty to chil- 
dren, assault on wife, and turning in false 
fire alarms. Prior to trial a preliminary re- 
port would be furnished to the court, the 
prosecution, and the defense. This would be 
confined to 2 issues: whether the defendant 
was competent to stand trial and whether 
there was any doubt as to his responsibility 
at the time of the commission of the crime. 
After conviction, the full diagnostic and 
advisory report would be made available. 

The medical division of this Scientific 
Legal Institute would act as the official, 
neutral medical agency advising the criminal 
court and its agents on medical problems of 
all types, including post-mortem examina- 
tions, blood grouping, alcohol determina- 
tions, stain identifications, presence of ve- 
nereal infection, examination of injuries of 
complainants in assault and rape cases, abil- 
ity of individuals to carry out the court’s 
order to support, etc. 

To the establishment of such an Institute 
there would no doubt be many objectors— 
lawyers, police officials, and post-mortem 
physicians, not to mention thrifty tax payers. 
Perhaps this is an ideal and will not come 
into being immediately, but in course of 
time some such evolution is bound to come. 
Undoubtedly, too, this evolution will give 
rise to various patterns. It seems to me one 
of the healthy characteristics of our Ameri- 
can culture that our social institutions do 
not follow rigid stereotypes but are adapted 
to the local needs of the communities they 
serve. 

Finally, let us outline what in our ex- 
perience would be the practical professional 
organization of the adult psychiatric court 
clinic for a city with a million people. The 
director of such a clinic should be a compe- 
tent general psychiatrist with special knowl- 
edge and experience in criminal psychiatry, 
as well as a man of courage and mature 
judgment. I maintain that criminal psychi- 
atry is a specialty within a specialty, and that 
mere certification by the American Board 
does not give assurance of a competent ad- 


visory report in the most difficult and im- 
portant aspect of the problem, that of dis- 
position. Furthermore, because of current 
limitations in salary it is probably practical 
to have this position filled on a part-time 
basis, thus giving the director time for 
private practice as well as for teaching in 
law schools and medical schools. He should, 
of course, accept no private employment in 
any court in his own area. The clinic should 
also have on its staff a young full-time 
psychiatrist, or 2 part-time psychiatrists, who 
would do most of the routine examinations 
under the guidance of the director. 

Here, because of limitations of time I 
shall not attempt to discuss the complex prob- 
lems of therapy. Suffice it to say that the 
court psychiatrists should reserve some time 
for the treatment of selected offenders on 
probation. For I believe that no psychiatrist 
can continue to function at maximum effi- 
ciency unless he is carrying some cases for 
treatment. 

The clinic should have at least one so- 
cial worker, preferably a psychiatric social 
worker, whose chief function would be the 
preparation of a pre-examinaion case history. 
An alternative plan, followed in some clinics, 
is to have the psychiatric division intimately 
related to the probation department; where 
this system is in force the social investigation 
is conducted by a probation officer. 

Then there should be at least 2 clinical 
psychologists. They should be competent 
not only to give such psychometric tests as 
the Wechsler-Bellevue, but also to use the 
projective tests, particularly the Rorschach 
and the T.A.T. I strongly advise that bat- 
teries of tests be given routinely in the ex- 
amination of criminal court cases. In my ex- 
perience, projective techniques are helpful 
in general psychiatric practice in evaluating 
the problem at hand and planning therapy. 
Since, however, much of the material will in 
due course reveal itself in a cooperative pa- 
tient, the private psychiatrist may often dis- 
pense with the testing aids. But the court 
psychiatrist is pressed for time. He must 
give definite answers promptly; he cannot 
wait for a gradual evolution of rapport. And 
the projective tests are singularly useful in 
working with patients who are strongly moti- 
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vated toward conscious distortion of data 
as defendants in criminal proceedings are 
likely to be. 

Where the court clinic is not only a be- 
havior or psychiatric clinic but the court’s 
medical department, it is highly desirable to 
have a part-time physician on the staff. 

It is obvious that compensation must be 
fully adequate in order to get competent pro- 
fessional personnel to carry out the work 
of the court clinic, with its high degree of 
responsibility. It seems almost a caricature 
of the American scene to have a criminal 
court judge in New York City receiving an 
annual salary of more than $25,000, and a 
full-time psychiatrist, with his years of pro- 
fessional training and experience, directing 
the work of the psychiatric clinic for 
$6,450 a year. 

The longer I work in this field, the more 
surely am I convinced that frontal attacks by 
psychiatrists on the existing and grossly il- 
logical laws governing criminal responsibility 


are doomed to failure. In order to bring 
about the needed reforms, 3 things must be 
done. First, our own knowledge must be re- 
fined by competent research and better clini- 
cal studies. Secondly, the alienation which 
exists between law and medicine must be 
resolved. This can be greatly helped by the 
teaching of psychiatric principles in the 
law schools and the instruction of medical 
students in relevant legal fundamentals. 
Thirdly, and this I consider the most im- 
portant of all, we need competent, con- 
scientious psychiatric work, carried out in 
the scientifically favorable environment of 
the neutral court clinic, rather than in the 
hostile, distorting atmosphere of partisan- 
ship, in order to educate the bench and the 
bar as to what psychiatry really has to offer 
the law. Only when the legal leaders of 


this country develop an understanding of and 
trust in psychiatry and psychiatrists, can we 
hope for the reforms so urgently needed in 
the problems of mental disorder and the law. 
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A TEST WHICH PREDICTS THE CLINICAL EFFECTS OF ELECTRIC 
SHOCK TREATMENT ON SCHIZOPHRENIC PATIENTS * 


DANIEL H. FUNKENSTEIN, M.D., MILTON GREENBLATT, M.D., 


AND 


HARRY C. SOLOMON, M.D. 
Boston, Mass. 


Previously we reported on a test of the 
autonomic nervous system in relation to elec- 
tric shock therapy (1-3) and to anxiety(2-4). 
We have found this test which utilizes 
adrenergic stimulation (intravenous epineph- 
rine) and cholinergic stimulation (intra- 
muscular mecholyl) extremely useful in pre- 
dicting the clinical outcome and showing the 
changes in the autonomic nervous system of 
patients treated with electric shock. In this 
communication we wish to report on the 
changes produced by electric shock on schiz- 
ophrenic cases as compared with other clini- 
cal entities. We are reporting on 100 pa- 
tients who were hospitalized at the Boston 
Psychopathic Hospital and were selected for 
electric shock treatment. There were 48 
cases of schizophrenia, 21 of manic-depres- 
sive psychosis, 12 of psychoneurosis, 13 of 
involutional psychosis, and 6 had miscella- 
neous diagnoses. 


METHOD 


Under basal conditions, with the patient 
lying down, the blood pressure and the pulse 
were taken until constant for a 5-minute 
period. On the first day, the patient was 
given 1 cc. of normal saline intravenously, 
on the second day 0.05 mg. of epinephrine 
chloride in 4 cc. of water intravenously, and 
on the third and final day 10 mg. of mecholyl 


1 Read at the 1osth annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

From the Department of Psychiatry, Harvard 
Medical School and the Boston Psychopathic 
Hospital. 

We are indebted to Lydia Wysocki, R.N., for 
technical assistance. 

This investigation was financed through the Na- 
tional Committee for Mental Hygiene from funds 
granted by the Committee on Research in Dementia 
Praecox founded by the Supreme Council, 33 De- 
gree Scottish Rite, Northern Masonic Jurisdiction, 
A. 


(acetyl betamethyl choline) intramuscularly. 
The systolic blood pressure was followed 
after normal saline and epinephrine until it 
returned to its preinjection level ; after mech- 
olyl the systolic blood pressure was fol- 
lowed for 25 minutes. From these values, 
graphs were constructed with the systolic 
blood pressure as the ordinate and the time 
as the abscissa. 

Special note was made of sweating, trem- 
ors, flushing, pallor, and other autonomic 
phenomena. When the experiment was over 
the patient was questioned specifically about 
anxiety, especially whether it was similar 
to his spontaneous attacks. If the patient 
had anxiety as a phenomenon, we inquired 
whether or not it was relieved by mecholyl. 

These tests were run within 3 days of the 
first electric shock and then repeated within 
2 to 5 days after the last shock. 


RESULTS 


Using the systolic blood pressure as the 
ordinate and the time as the abscissa, we have 
constructed graphs to visualize the changes 
in the blood pressure after the injection of 
the autonomic drugs. The epinephrine and 
mecholyl curves were superimposed as to 
time although they were obtained on differ- 
ent days. We were able, largely on descrip- 
tive grounds, to separate 7 different patterns 
of blood pressure response to the 2 drugs 
(Figs. 1-7). There were 6 cases (6%) that 
could not be classified in any of the 7 auto- 
nomic groups. These cases were excluded 
from the analysis. 

It will be noted that there is roughly a re- 
ciprocal relationship between the height of 
the epinephrine response and the mecholyl 
response except in Group IV and Group VI. 
In Group IV there is a larger delayed recip- 
rocal relationship. Eighty percent of the 
controls fell into Groups II and III, whereas 
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Fic. 1. Group I.—Epinephrine: Marked rise in 
systolic blood pressure with the return to prein- 
jection level within 3 to 10 minutes. Mecholyl: 
slight fall in systolic blood pressure with early rise 
above preinjection level and failure to return to 
preinjection level during the 25-minute observation 
period (failure to establish homeostasis). 
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Fic. 2. Group II.—Epinephrine: Marked rise in 
systolic blood pressure with return to preinjec- 
tion level within 3 to 10 minutes. Mecholyl: 


Moderate or slight fall in systolic blood pressure 
with or without slight rise above preinjection level 
but with the establishment of homeostasis, ¢. ¢., 
return to preinjection level of blood pressure and 
maintenance of it, within the 25-minute period of 
observation. 
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Fic. 3. Group III—Epinephrine: Moderate 


rise in systolic blood pressure with return to pre- 
injection level in 3 to 7 minutes. Mecholyl: Mod- 
erate fall in systolic blood pressure without a com- 
pensatory delayed rise before establishment of 
homeostasis. 
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Fic. 4. Group IV.—Epinephrine: Moderate rise 
in systolic blood pressure with return to preinjec- 
tion level within 10 minutes. Mecholyl: Moderate 
fall in systolic blood pressure with compensatory 
delayed rise before establishment of homeostasis 
within 25-minute observation period. 
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systolic blood pressure with return to preinjection 
level within 2 to 6 minutes. Mecholyl: Marked 
fall in systolic blood pressure with failure to 
reach preinjection level within 25-minute observa- 
tion period (failure to establish homeostasis). 
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Fic. 6. Group VI.—Epinephrine: Moderate or 
marked rise in systolic blood pressure with return 
to preinjection level in 3 to 10 minutes. Mecholyl: 
Marked fall in systolic blood pressure with failure 
to reach preinjection level during 25-minute ob- 
servation periods. 


only 19% of the mentally ill cases fell into 
the same groups. 
Types of Psychophysiological Response.— 


those cases in which “chills” occurred after mech- 
olyl. A reliable blood pressure curve could not 
be established owing to noise engendered by the 
muscular contractures during the chill. 


We have found 4 types of psychophysio- 
logical response : 

(1) Those cases that have noticeable so- 
matic manifestations after the drugs but do 
not have anxiety. Many mentally ill patients 
and by far the great majority of the controls 
fall into this group. 

(2) Those cases in which anxiety was 
precipitated by either epinephrine, mecholy], 
or both. In these cases the patients experi- 
enced anxiety similar to their spontaneous 
clinical attacks. This reaction is seen mostly 
in anxiety neurotic cases. However, one may 
find some schizophrenic patients with this 
manifestation as well as patients from other 
psychiatric categories. This response we 
term precipitable anxiety. 

(3) Those cases that have constant fear 
and anxiety often associated with tremors. 
Epinephrine usually causes an increase in the 
severity of the tremors with some relief of 
the tension and anxiety. This reaction is best 
illustrated in the clinical picture known as an 
agitated depression. In a majority of such 
cases, after mecholyl a marked lessening of 
anxiety occurs and some cases, formerly in- 
somniac, are able to sleep. However, the 
effect is short-lived and symptoms soon re- 
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turn. (In this group, one may also find 
any other diagnostic category such as schizo- 
phrenia or psychoneurosis. ) 

(4) Those cases that chill within 11 to 23 
minutes after mecholyl. These chills are ac- 
companied by chattering of the teeth and 
marked rigor and the patients complain of 
“feeling cold.” The duration of the chill is 
from 3 to 10 minutes. This is seen in cases 
who often give a history of fear or anxiety. 
Any diagnostic category may have this phe- 
nomenon. 


regardless of clinical diagnosis the cases that 
fall into blood pressure Groups VI or VII 
almost always respond to electric shock. In 
these groups there is a preponderance of the 
manic-depressive and involutional psychoses, 
which entities are well known to be respon- 
sive to shock. In schizophrenia, only 13 of 
the 48 cases fell into these two groups but, 
of these 13 cases, 12 improved with electric 
shock. Of the other 33 cases of schizophrenia 
that fell into other groups, only one was 
improved by electric shock. Jn other words 


TABLE 1 
RELATIONSHIP OF AUTONOMIC GROUPING TO CLINICAL DIAGNOSIS IN CASES GIVEN 
E.Lectric SHOCK TREATMENT 


Groups 
A. 

Diagnoses N I II III IV Vv VI VII ? 
48 8 5 10 2 8 7 6 2 
Manic-depressive psychoses ......... 20 2 I ae ‘id 12 3 2 

Involutional psychosis .............. 13 I . Pe 9 2 I 
7 I 2 3 I 
100 15 7 14 4 8 34 13 6 


THe AvuTONoMIC GrRouPS IN RELATION TO 
THE DIAGNOSTIC CATEGORIES AND THE 
RESPONSE TO ELECTRIC SHOCK TREAT- 
MENT 


Table 1 shows the diagnostic categories of 
the cases under discussion. It should be noted 
that these are a selected group in which the 
cases represented were all considered as fa- 
vorable for electric shock. In this selected 
group of cases, schizophrenia is the only 
entity that falls in all 7 blood pressure groups. 
We have found this to be true in a much 
larger series of cases disregarding those 
chosen for electric shock. However, there is 
an affinity of schizophrenia for Groups I and 
III. In contrast to this, the manic-depressive 
and involutional psychoses do not appear in 
all autonomic groups and show an affinity 
for Groups VI and VII. Cases of psycho- 
neurosis appear preponderantly in Groups 
I and VI. (An unselected group of neurotic 
cases, however, shows an affinity for Group 
IV.) 

It is interesting at this point to take into 
consideration the response of the different: 
groups to electric shock. This is shown in 
Fig. 8. By “improved” we mean that the 
patient improved sufficiently to leave the hos- 
pital for one month. It will be seen that 


when the schizophrenic patient has an auto- 
nomic grouping that corresponds to that of 
the great majority of manic-depressive or 
involutional psychoses he responds to electric 
shock. When the schizophrenic has an auto- 
nomic reaction that is in other blood pressure 
grouping than that of the great majority of 
manic-depressive and involutional psychoses, 
he does not respond to this type of treatment. 

Autonomic Changes After Electric Shock 
Treatment.—Forty-one of 89 cases changed 
their grouping after electric shock. In 17 of 
the cases not changed, there was a marked 


FAVORABLE GROUPS UNFAVORABLE GROUPS 


2% 

40) 

2 

° Z 

SCHIZOPHRENA OTHER SCHIZOPHRENIA OTHER 
DIAGNOSES DIAGNOSES 


Fic. 8.—Percentage of clinical improvement of 
patients in the favorable Groups (VI and VII) 
and the unfavorable Groups (I, II, III, IV, V) 
following electric shock treatment. 


1950] 


chang 
not s1 
ing. 
grouj 
numl 
fell i 
unde 
ward 
chan 
no 
TI 
shift 
schiz 
the 
diag 
tient 
nom 
sive 
does 
and 
The 
imp 
C 
aut 
nor 
me: 
nos 
of 


PERCENTAGE IMPROVED 


| 
| 
no! 
of 
che 
Di 
T 
an 
| 
i 


s that 
r VII 
*k. In 
of the 
hoses, 
Spon- 
13 of 
s but, 
ectric 
irenia 
Was 
vords 


1950] 


D. H. FUNKENSTEIN, M. GREENBLATT AND H. C. SOLOMON 893 


change in the autonomic reaction although 
not sufficient to cause a change in the group- 
ing. In general, the cases moved from the 
groups with the high numbers to the lower 
numbers. Whereas only 19% of the patients 
fell into Groups II and III (“normals” not 
under stress) prior to electric shock, after- 
wards 49% fell into these 2 groups. If no 
change in group took place, there was often 
no change in the patient clinically. 

The autonomic changes responsible for a 
shift in grouping are seen in Fig. 9. If the 
schizophrenic patients improve, they show 
the same autonomic changes as the other 
diagnostic entities. If the schizophrenic pa- 
tients do not improve, the same lack of auto- 
nomic change is seen as in the manic-depres- 
sive or involutional psychotic patient who 
does not improve. These favorable changes 
with electric shock treatment are usually 
associated with increased reaction to epi- 
nephrine, a decreased reaction to mecholyl, 
and a lowering of the basal blood pressure. 
These favorable changes occur with clinical 
improvement regardless of diagnostic label. 

Of 28 cases showing no changes in their 
autonomic reaction, only 3 or 10% showed 
improvement ; of the 66 cases showing auto- 
nomic changes, 46 or 70% showed improve- 
ment. This, too, bears no relation to diag- 
nostic category ; in the case of schizophrenia 
of 18 cases showing no change in the auto- 
nomic reaction, none showed improvement ; 
of the 28 cases that showed autonomic 
changes, 12 showed improvement. 

Effect of Electric Shock Treatment on the 
Different Psychophysiological Responses.— 
The effects of electric shock on the different 
anxiety factors are seen in Fig. 10; they bore 
no relation to the diagnostic category. For in- 
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Fic. 9.—Relationship of autonomic to clinical 
changes following electric shock treatment. 
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Fic. 10—Effect of electric shock treatment on 
different psychophysiological responses of patients 
to autonomic drugs. 


stance, if the schizophrenic patient had anx- 
iety precipitated by epinephrine, he usually 
was made worse by electric shock the same 
as the neurotic with the same type of psycho- 
physiological response. If, however, the 
schizophrenic patient, for example, had a chill 
after mecholyl, he responded dramatically to 
a few electric shocks as did the manic-depres- 
sive or neurotic patient with the same type 
of psychophysiological response. The 13 
cases that had a “chill” after mecholyl 
showed a dramatic improvement after a few 
electric shocks. This improvement occurred 
whether the patient was diagnosed schizo- 
phrenia or not. An interesting fact about all 
these patients is that not one of them has 
returned to the hospital in the interim and 
the great majority are adjusting well in the 
community. 

The 10 cases with anxiety precipitated by 
mecholyl all showed improvement with a 
disappearance of their anxiety and the ab- 
sence of mecholyl-caused anxiety. Whereas 
these patients prior to treatment would inter- 
pret the reaction following mecholyl as al- 
most unbearable anxiety, posttreatment the 
reaction following mecholyl would be de- 
scribed as “just a hot day.” This effect took 
place whether the patient was schizophrenic 
or not. 

In 25 cases there was a relaxation of con- 
stant anxiety by mecholyl. Twenty-two of 
these showed improvement after electric 
shock with the disappearance of previously 
constantly present anxiety. The long-term 
effect of shock in these cases was the same as 
the short-term effect of mecholyl. The effect 
of electric shock on this type of individual 
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was the same regardless of diagnostic cate- 
gory. 

In the 16 cases in which anxiety was pre- 
cipitated by epinephrine, only 3 showed im- 
provement with this form of treatment. Two 
of these were associated with a chill after 
mecholyl and one with anxiety after mecho- 
lyl. In these cases there would be a loss of 
the anxiety precipitated by mecholyl or a 
dramatic negation of the chill after mecholyl, 
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history preceding the onset of the psychosis, and 
for a year she had been having frequent anxiety 
attacks. Preshock there was a moderate reaction 
to epinephrine with a delayed rise above the prein- 
jection level after mecholyl with the establishment 
of homeostasis within the 25-minute observation 
period. Anxiety is precipitated by epinephrine. This 
is a type IV blood pressure curve associated with 
anxiety precipitated by epinephrine, neither of 
which factors usually respond to electric shock. 
After electric shock the patient’s anxiety became 


more marked; she was extremely frightened, con- 
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Fic. 11.—Clinical and autonomic changes in a case of schizophrenia whose anxiety was 
precipitated by epinephrine only. 


but the clinical attacks of anxiety remained. 
These could still be precipitated by epineph- 
rine. In 13 other cases of anxiety precipi- 
tated by epinephrine, all became worse in 
that their.anxiety became more marked, they 
often became confused, and in the case of 
schizophrenic patients they often became 
more paranoid and their behavior more dis- 
turbed. 

Some illustrative cases follow: 

Case No. 1.—Fig. 11 (Group IV with Anxiety 
Precipitated by Epinephrine).—A 22-year-old col- 
lege girl with the acute onset of a psychosis char- 


acterized by blocking, anxiety, perplexity, and some 
paranoid formulation. There was a long neurotic 


tinued to have paranoid ideas, and remained per- 
plexed. Postshock on the autonomic test, there 
was an increased reaction to epinephrine, a de- 
creased reaction to mecholyl. The anxiety pre- 
cipitated by epinephrine was more severe. This 
case eventually recovered following insulin therapy. 
This type of reaction is seen in the majority of 
anxiety neurotics and such cases usually respond in 
this same fashion. 


Case No. 2.—Fig. 12 (Group VI with Anxiety 
Precipitated by Mecholyl) —This 34-year-old white 
male was admitted to the hospital with a history 
of severe anxiety associated with hallucinations. 
The voices said, “Who do you think you are?” 
“Are you a big shot?” He felt depressed and had 
intense ideas of reference. Preshock autonomic 


testing showed a moderate blood pressure reaction 
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to epinephrine with the precipitation of anxiety. 
There was a marked reaction to mecholyl without 
the establishment of homeostasis within the 25- 
minute period. Intense anxiety was precipitated by 
this drug. Given electric shock there was a prompt 
remission of his symptoms. Autonomic testing after 
treatment showed an increased reaction to epineph- 
rine with a decrease in the basal blood pressure. 
There was a moderate reaction to mecholyl with 
the establishment of homeostasis in 10 minutes. 
Mecholyl no longer produced any anxiety in the 


patient. This case before shock showed a typical 
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nephrine with the precipitation of severe anxiety. 
There was a marked reaction to mecholyl in terms 
of blood pressure without the establishment of 
homeostasis within the 25-minute observation pe- 
riod. Severe anxiety was precipitated by mecholyl. 
This was a Group VI curve associated with anxiety 
precipitated by epinephrine and mecholyl. After 
6 electric shocks, there was a marked decrease in 
his apprehension, and his intense ideas of reference 
completely disappeared. He continued to have fre- 
quent severe anxiety attacks but was no longer psy- 
chotic. Postshock there was a greater response to 
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Fic. 12.—Clinical and autonomic changes in a case of schizophrenia where anxiety was pre- 
cipitated by mecholyl only. 


Group VI curve, which usually responds to elec- 
tric shock. In addition anxiety was precipitated 
by mecholyl, a favorable psychophysiological re- 
sponse. This case happens to have been diagnosed 
as schizophrenia. However, we have manic-depres- 
sive and neurotic cases showing the same autonomic 
structure and they, too, respond to electric shock 
showing the same autonomic changes. 


Case No. 3.—Fig. 13 (Group VI with Anxiety 
Precipitated by Epinephrine or Mecholyl)—A 28- 
year-old male who had a long neurotic history 
associated with anxiety attacks. He developed 
an acute psychotic episode during which he felt 
that he was being followed by spies, that every 
man wanted to attack him. He could tell this by 
their gestures and he lived in constant dread. 
There was, preshock, a moderate reaction to epi- 


epinephrine in terms of blood pressure with the pre- 
cipitation of more severe anxiety than prior to 
shock. There was a lowering of the basal blood 
pressure and a decreased reaction to mecholyl with 
the establishment of homeostasis after a delayed 
rise above the preinjection level. No anxiety is 
now precipitated by mecholyl. Postshock this was 
a Group IV curve. We have followed this case 
for over 2 years and he continues to have anxiety 
attacks spontaneously and following epinephrine. 
His psychosis has not recurred. This case has 
been diagnosed schizophrenia but we have seen 
other cases with different diagnostic labels in 
which the autonomic structure and response to 
electric shock were the same. 


Case No. 4.—Fig. 14 (Group VI with Ansiety 
Relaxed by Mecholyl).—A 22-year-old colored male 
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showing constant anxiety and fear. He felt that 
the F.B.I. was going to kill him and was sure 
that that was the purpose of his being in the hos- 
pital. He heard voices accusing him of immoral 
acts. He stated that he had been followed for 
some months and that gestures made by people on 
the street had specific reference to him. He re- 
sponded promptly to electric shock treatment. Pre- 
shock autonomic testing showed him to have a 
moderate reaction to epinephrine without an in- 
crease in his anxiety. There was a marked reaction 
to mecholyl without the establishment of home- 
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psychosis characterized by intense religious preoc- 
cupation. Each time he went to church, the holy 
Virgin turned her head and spoke to him. She was 
accusing him of many things, which he said fright- 
ened him because they were untrue. He developed 
extreme anxiety, tenseness, and blocking. Two 
members of his family were schizophrenic. Pre- 
shock there was a moderate reaction to epinephrine 
without the production of any anxiety. There was 
a moderate reaction to mecholyl and 8 minutes 
later there was a severe chill lasting for 13 minutes. 
This was a Group VII curve. Following four elec- 
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Fic. 13.—Clinical and autonomic changes in a case of schizophrenia whose anxiety was 
precipitated by both epinephrine and mecholyl. 


ostasis within the 25-minute observation period. 
Much of his tension and anxiety were relieved for 
about an hour following the mecholyl and he dozed 
on the table shortly after receiving this drug. This 
was a typical Group VI curve. In addition, con- 
stant anxiety was relaxed by mecholyl. Autonomic 
testing after treatment showed a marked decrease 
in the basal blood pressure, an increased reaction 
to epinephrine and a moderate reaction to mecholyl 
with the establishment of homeostasis. No anxiety 
was present. This is a Group VI curve and usually 
responds to electric shock. The great majority of 
manic-depressed-depressed and involutional psy- 
chotic patients have a similar type of curve, and 
they too usually respond to electric shock with 
similar changes in their autonomic curve. 


Case No. 5.—Fig. 15 (Group VII with a Chill 
after Mecholyl).—A 28-year-old white male ad- 
mitted to the hospital due to the acute onset of a 


tric shock treatments there was a marked improve- 
ment and the religious ideas and preoccupations 
were gone. On the autonomic test postshock we 
found an increase in the reaction to epinephrine, 
and a moderate reaction to mecholyl with the 
establishment of homeostasis at 11 minutes after 
the injection. Mecholyl no longer produced a chill. 
This patient has now been followed for 2 years and 
he is adjusting well in the community. This patient 
with this type of autonomic response happened to 
be diagnosed schizophrenic, but we have seen neu- 
rotics and manic-depressives with this same type 
of autonomic response and in every instance there 
was a prompt remission of the psychosis with a 
few electric shocks. 


Case No. 6.—Fig. 16 (Group V with No Anxiety 
before or during the Test).—A 33-year-old white 
female who was admitted to the hospital in an 
acute psychosis several weeks following childbirth. 
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Fic. 14.—Clinical and autonomic changes in a case of schizophrenia whose constant anxiety 
was relaxed by mecholyl. 
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Fic. 15.—Clinical and autonomic changes in a case of schizophrenia in whom a chill was 
produced after mecholyl. 
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Her behavior alternated between catatonic stupor 
and wild excitement. She was hallucinated and 
often talked back to her voices. She had many 
delusions and ideas of reference. Two members 
of her family were schizophrenic. Preshock there 
was a small reaction to epinephrine with a marked 
reaction to mecholyl without the establishment of 
homeostasis. No anxiety was precipitated. This 
has a Group V curve, which usually does not re- 
spond to electric shock. The patient was given 
20 electric shocks and showed a marked remission 
of all her symptoms. Five days after the cessation 
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reaction to epinephrine without the precipitation 
of anxiety. There was a moderate blood pressure 
reaction to mecholyl with the establishment of 
homeostasis 11 minutes after the injection. No 
anxiety was precipitated by the mecholyl. Postshock 
autonomic testing showed no significant change 
in the reaction to epinephrine, and there was a 
slight change in the reaction to mecholyl character- 
ized by a rise above the preinjection level before 
the establishment of homeostasis. This patient 
showed a typical Group III curve. There was 
little change in the curve after shock. Patients 
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Fic. 16.—Clinical and autonomic changes in a case of schizophrenia in autonomic Group V with- 
out the precipitation of anxiety. Temporary psychological improvement was obtained but the patient 


relapsed soon after the treatment was stopped. 


of treatment she relapsed to her original condition. 
Autonomic tests on the day after the last shock 
showed no significant change in the autonomic 
curve. It has been our experience that, even if 
the psychological picture changes with electric 
shock, if the autonomic curve remains the same, the 
patient will relapse shortly after the treatment 


is stopped. 


Case No. 7.—Fig. 17 (Group III without Pre- 
cipitable or Relaxable Anxiety)—A 36-year-old 
white woman who was admitted to the hospital 
owing to the acute onset of a psychosis character- 
ized by hallucinations, ideas of reference, and de- 
lusions. She appeared extremely frightened. She 
was given 20 electric shocks without improvement. 
Preshock her autonomic test showed a moderate 


with this type of autonomic reaction rarely respond 
to shock. This type of curve was seen in 80% of 
the controls not under stress. However, in this pa- 
tient, although she appeared extremely frightened 
and it was difficult to secure her cooperation, her 
autonomic reaction was the same as controls not 
under stress. We have seen this same type of 
curve in patients with other psychiatric labels 
and they usually do not respond to electric shock. 


Case No. 8.—Fig. 18 (Group I with No Anxiety 
before or during the Test).—A 30-year-old white 
woman with gradual onset of a psychosis character- 
ized by many paranoid delusions. She felt that 
cars were following her, that the lights on cars 
had special significance, that her husband wished 
to poison her, and that pictures were being taken 
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of her as a part of this plot. She failed to respond 
to electric shock treatment. Autonomically pre- 
shock there is a marked blood pressure reaction 
to epinephrine without the precipitation of anxiety. 
After mecholyl there is a slight reaction with a 
rise of blood pressure above the preinjection level 
with a failure to establish homeostasis within the 
25-minute period. No anxiety is precipitated. Post- 
shock there is no change in the autonomic curve. 

This is a typical Group I curve, which usually 
does not respond to electric shock. This case was 
diagnosed schizophrenia but we have cases of other 
diagnostic entities with this type of curve and they 
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a marked increase in the constant anxiety. There 
was a marked blood pressure reaction to mecholyl 
without the establishment of homeostasis within 
the 25-minute observation period. The constant 
anxiety was markedly decreased as a result of the 
mecholyl. This is a Group VI autonomic curve 
associated with constant anxiety relaxed by mech- 
olyl. This type of case we expect to respond 
to electric shock. However, there was also anxiety 
precipitated by epinephrine which we do not expect 
to respond to shock. Immediately postshock there 
was a decreased basal blood pressure, a loss of con- 
stant anxiety, an increased reaction to epinephrine 
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Fic. 17.—Clinical and autonomic changes in a case of schizophrenia without the precipitation 
of anxiety. 


too failed to respond to this form of therapy. This 
type of autonomic group, in our experience, is 
least apt to respond to electric shock. 


Case No. 9.—Fig. 19 (Group VI with Anxiety 
Precipitated by Epinephrine and Relaxed by Mech- 
olyl—A 30-year-old white male admitted to the 
hospital owing to the acute onset of a psychosis 
characterized by hallucinations, and the fear that 
other men would attack him sexually and then kill 
him. He had been married about a year before 
and had had severe anxiety attacks up to the out- 
break of psychotic symptoms. Given electric shock 
his psychotic symptoms stopped but his anxiety 
attacks occurred frequently and with much severity. 
Ten days after the shock was stopped, his psychosis 
was again manifested. Preshock autonomic test- 
ing showed a moderate reaction to epinephrine with 


with the precipitation of more severe anxiety. 
After mecholyl there was a delayed rise above the 
preinjection level before the establishment of 
homeostasis. Ten days later when the patient had 
relapsed there was a return to the original curve. 
This case represents a combination of favorable 
and unfavorable factors, and in such cases we need 
much more experience in order to determine if we 
can predict the clinical outcome. 


CONCLUSIONS AND DISCUSSION 


(1) Individuals vary in their autonomic 
patterns. Seven patterns are described. 
Eighty percent of the controls not under 
stress fall into 2 autonomic groups that con- 
tain only 19% of the mentally ill. These 
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Fic. 18.—Clinical and autonomic changes in a case of schizophrenia in Group I with no anxiety 
before or during the test. 
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Fic. 19.—Clinical and autonomic changes in a case of schizophrenia with both favorable and un- 
favorable factors. The patient improved but relapsed shortly after treatment was stopped. In this case 
anxiety was relaxed by mecholyl but precipitated by epinephrine. 
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patterns can be altered by electric shock. 
( However, these changes are not specific for 
electric shock, as they occur with other modes 
of therapy and with spontaneous changes in 
the patient’s psychological picture.) The 
question of cause will immediately come to 
the mind of many. With that question we 
are not concerned in this paper except to 
state that the psychological and physiological 
seem to be parts of the same process. When 
the psychological picture changes, the physio- 
logical picture changes and vice versa. They 
seem to fit as a “hand into a glove.” 

(2) The autonomic patterns are not spe- 
cific for any diagnostic category. Of the clin- 
ical entities we have studied, schizophrenia 
alone covers all the autonomic groups. How- 
ever, there is some affinity of certain diag- 
nostic categories for particular autonomic 
groups, 1. e., the distribution is not random; 
for example, the great majority of Group IV 
are neurotics, the great majority of Group 
VI are agitated depressions or manic-depres- 
sive depressed patients. While schizophrenics 
fall into all groups, there is a preponderance 
of these cases in Groups I and III. Cases in 
Group V are usually diagnosed as dementia 
precox, catatonic type. If the dementia pre- 
cox patient falls into Group VI or VII where 
the majority of the manic-depressives and 
involutional psychoses fall, he usually im- 
proves with electric shock; if, however, the 
schizophrenic falls into any of the other 
autonomic groups, he usually does not im- 
prove with electric shock. 

(3) Our “psychophysiological responses” 
also appear to cut across clinical diagnostic 
labels. If the patient, schizophrenic or not, 
has anxiety precipitated by epinephrine, he 
is not likely to improve with electric shock. 
If, however, anxiety is_ precipitated by 
mecholyl, or relieved by mécholyl, or a chill 
occurs after mecholyl, the patient usually 
improves with electric shock regardless of 
the clinical diagnosis. 

(4) There are definite autonomic changes 
with electric shock, 7. e., provided the clinical 
picture changes. These are: (a) increased 
reaction to epinephrine, (b) decreased reac- 
tion to mecholyl, (c) decreased basal blood 
pressure, and (d) changed blood pressure 
grouping. 

We believe that the over-all effect of elec- 
tric shock treatment is to lower the basal 
sympathetic tension, especially if it has been 


increased by the illness, and at the same time 
increase the reactivity of the sympathetic 
nervous system to stimulation. Decreased 
reaction of the parasympathetic nervous sys- 
tem to stimulation is often a corollary. We 
would like to emphasize again that these 
changes are physiological concomitants of the 
psychological changes and we have no evi- 
dence that they are in any way causal. 

(5) If an anxiety component is present 
in terms of our test, the following are the 
likely changes following electric shock treat- 
ment: (a) anxiety precipitated by epineph- 
rine is increased; (b) anxiety precipitated 
by mecholyl is relieved; (c) anxiety tempo- 
rarily relaxed by mecholyl presages a good 
result with electric shock; and (d) a chill 
after mecholyl is abolished. 

From our studies we can predict that a 
good outcome with electric shock treatment 
may occur in cases that show some of the 
following features: (a) initial autonomic 
grouping VI or VII; (b) anxiety precipi- 
tated or relaxed by mecholyl ; and (c) a chill 
after mecholyl. 

(6) A word of caution: The cases that 
were shown as examples were the most typi- 
cal in order to give a clear impression. In 
many cases there is a combination of factors ; 
for example, a person may fall into a “shock- 
sensitive” group and have anxiety of the type 
precipitated by epinephrine. Judging from 
the autonomic grouping, we might predict a 
good outcome; on the other hand, epineph- 
rine-precipitable anxiety usually suggests 
a poor outcome. Much more experience is 
necessary in order to predict the changes in 
such complex cases. 
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IS SHOCK THERAPY ON TRIAL? 
THEODORE ROBIE, M.D., East Onanor, N. J 


Fully 10 years have passed since the 
introduction into this country by Almansi 
and Impastato, and later Kalinowsky, of 
one of the most important scientific ad- 
vances to date in psychiatric treatment. 
Since the introduction of electroshock ther- 
apy, various modifications and improvements 
have evolved whereby it is now called “elec- 
trotonic” therapy, a well-deserved improve- 
ment in terminology. Through research the 
concept of electronarcosis was developed and 
more recently we have made another step 
forward with the concept of electropsycho- 
stimulatory therapy. 

The great volume of literature that has 
grown up during this decade, confirming 
the original favorable reports of Impastato, 
Kalinowsky, and others, on the effectiveness 
and specificity of electroshock therapy in 
melancholy states, is well known to every 
psychiatrist and therefore there will be no 
attempt to review it. That is history written 
indelibly in the minds of well-informed psy- 
chiatrists all over the world. There are, 
however, a few psychiatrists who have been 
slow in embracing the newer physiological 
methods of treatment, insisting upon adher- 
ence to psychotherapeutic procedures alone. 
Some have gone so far as to insist that only 
psychoanalytic procedures should be used. 
Some have inveighed against the use of elec- 
troshock therapy, despite multiple proofs of 
its efficacy. These attacks have not been 
restricted to electroshock as a therapeutic 
method but have gone so far as to condemn 
the use of insulin hypoglycemic therapy, psy- 
chosurgery, and other physiological methods 
in psychiatry, although specific criteria for 
their use have been well established. The 
reasoning of the authors of these attacks has 
been very difficult for the majority of psy- 
chiatrists to understand, particularly those 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

Dramatic developments that followed 24 hours 
after the presentation of the original paper war- 
ranted a radical revision and reediting of certain 
portions of the original version. 
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who have seen so many of ther patients 
saved from attempted or actual suicide, or 
from the chronic contemplation of suicide of 
an indefinitely prolonged state of melan- 
cholia (a state described by some as “a 
living death”). Yet open attacks have been 
intentionally released to the press with the 
expectation that they would be given the 
widest possible publicity to the general 
public. 

It is most unfortunate that sharp differ- 
ences in opinion developed regarding the ap- 
plication of these new physiological advances 
in psychiatric therapy, while in the process 
of evolution, since the basic principles of 
treatment that evolved from the various 
shock therapies aimed at the enhancement of 
psychotherapy, irrespective of the particular 
label or school of thought that the individual 
psychotherapist used. Actually every one of 
the shock therapies aims at the amplification 
of rapport between patient and psychother- 
apist. 

In the two major psychoses it is well es- 
tablished that the psychiatrist’s influence in 
altering favorably the patient’s mental aber- 
ration is reduced to a negligible quantity. 
The reason for this is obvious: (1) In the 
manic-depressive group the melancholia is so 
intense that it is beyond the patients’ ca- 
pacity to alter in response to suggestion, 
even though good rapport may apparently 
be established (the same statement applies 
to the manic type). (2) In the schizophrenic 
group, the well-known negativistic reaction, 
so strong in such disorders, precludes estab- 
lishing rapport, for influencing the patients’ 
thinking toward normal trends; and even in 
the rare case where the psychiatrist may err 
in believing he has established good rapport, 
the fixed delusions without insight, which 
the patient is powerless to alter, prevent the 
psychiatrist from helping the individual to 
reassume normal realistic thinking. 

From the time of its inception, those who 
originated shock therapy, namely Sakel and 
his co-workers, recognized that this new 
therapeutic instrument made possible rapport 
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in those types of psychotic reaction in which 
it could not otherwise be established, 

A year ago at the round table on shock 
therapy at the Washington A.P.A, conven- 
tion, a colleague (Dr, Louis Loeser) and 
myself called attention to some of the strik- 
ing modern developments for the welfare of 
mental patients, as well as certain innova- 
tions in our treatment philosophy in psychi- 
atry. It was noted that ambulatory (or 
outpatient) shock therapy, introduced by 
Abraham Myerson, is now being success- 
fully administered by psychiatrists in all 
parts of the country. We pointed out that 
over 850 patients were given electroshock 
therapy on an ambulatory basis during 1947 
in one state alone (New Jersey). Since this 
state boasts less than 3% of the nation’s 
population, if the other states averaged the 
same ratio of ambulatory treatment, this 
would mean that upwards of 29,000 persons 
would have been saved from the stigmatizing 
effect of institutionalization and in many the 
loss of their jobs as a result, in one year. 
This is indeed social progress! 

Formerly more than two-thirds of these 
cases treated in New Jersey would have been 
committed, yet 70% actually recovered suffi- 
ciently to resume their former roles in 
the community, without institutionalization. 
Suicides are now rare, in our experience, be- 
cause the danger of suicide in melancholy 
persons is usually obviated by the time the 
third or fourth treatment has been admin- 
istered, although from 8 to 12 treatments 
are a necessary course for the average case, 
and some require up to 20 treatments. We 
estimated therefore that the rate of suicide 
in our practice has declined 80% to 90%, 
and our colleagues reported similar en- 
couraging statistical estimates. 

We, therefore, unhesitatingly expressed 
our belief that the use of electroshock ther- 
apy on an ambulatory basis is a distinct ad- 
vance in the private practice of psychiatry 
and, in the hands of competent, adequately 
trained psychiatrists, should be encouraged. 
These newer physiologic methods, supple- 
menting and enhancing the effects of indis- 
pensable psychotherapy, have opened up an 
entirely new vista of hopefulness in the 
therapy of melancholia with a concomitant 
reduction in suicides. 


THEODORE R, ROBIE Qo3 


That opinion was emphatically reaffirmed 
in many hundreds of individual letters writ- 
ten to me by psychiatrists from all parts of 
the U, S. and Canada, These came as a 
result of a nation-wide poll of all A.P.A, 
members, which includes all of those having 
everyday experience on which to base their 
opinions, These statements were received 
from doctors who had studied newspaper 
reports adverse to shock therapies, and also 
a letter written by the author to one of our 
better known newspapers. In that letter it 
was pointed out that persons suffering from 
mental illness may be adversely affected by 
certain types of newspaper publicity regard- 
ing psychiatric therapy; attention was called 
to the extensive use of electroshock therapy 
in psychiatric hospitals throughout the coun- 
try today; and Dr. A. E. Bennett's statement 
was quoted: ‘Since electroshock is a near 
‘specific’ in the treatment of affective dis- 
orders, and full or social recoveries run as 
high as 80 or 90%, use of this therapy on a 
large scale can be expected.” This assertion 
has become fact today! 

The chief purpose of this paper is to bring 
to your attention the striking response 
shown by Members and Fellows of the 
A.P.A., giving frankly their reactions to 
these published statements. Readers would 
be astounded if they could possibly take 
the time to read and digest all of these 
replies, which came from psychiatrists in 
every corner of the land. The letters re- 
flect many years of experience by each 
writer, the great majority of whom had 
been practicing psychiatry before shock 
methods were perfected, and therefore had 
had ample opportunity and time for com- 
parison before expressing their convictions 
regarding the use of physiological methods 
supplementary to psychotherapy. 

Of the hundreds of psychiatrists who gave 
generously of their time and considered 
thought in writing me, the statistical record 
stands as follows: Psychiatrists who are 
members of the A.P.A. approve whole- 
heartedly and in most instances in very posi- 
tive manner, the procedure of electroshock 
therapy when applied to properly selected 
psychiatric cases, in a ratio of 4 to I. 

The enthusiasm of the profession for elec- 
troshock therapy can be shown graphically. 
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If those who replied from all parts of the 
United States are charted on a map (Fig. 1), 
this striking fact becomes apparent: Psychi- 
atrists in all those states that reported opin- 
ions predominantly favored the use of shock 
therapy, where indicated, and in some states 
the statistics ran as high as 13 to 2; 15 to 2; 
22 to 4; 31 to 7; 8 too, and 18 to o in favor 
of electroshock. This consistently favorable 
observation that shock therapy is efficacious, 


In all the other states reporting, 41 alto- 
gether, a majority of psychiatrists expressed 
approval of electroshock therapy, most of 
them in glowing and emphatic terms. In the 
shaded states the majority vote was favor- 
able and the majority was of such prepon- 
derance in some states that the rating is 
given. Note that Wisconsin and Washington 
ratios are high (8/0; 9/o) ; that New Jer- 
sey’s is 15/1 ;while Virginia rates highest of 


SY NEUTRAL VOTE 
(RATIO 1 TO!) 


%Y ONE STATE OPPOSED 
YU: NEVADA (VOTE | AGAINST) 


NOT REPORTING 


MAJORITY FAVOR USE 
OF ELECTROSHOCK 


Fic. 1. 


by psychiatrists with all the variations in 
viewpoint one might anticipate, all over the 
country, proves conclusively that it ts the 
considered opinion of most psychiatrists that 
electroshock is a valuable therapeutic agent. 

Fig. 1 shows that reports were received 
from 43 states. Only 5 states failed to ex- 
press any opinion pro or con. Only one state 
opposed the use of electroshock therapy by 
vote of its one reporting psychiatrist. The 
statistics might be different if there had been 


a greater response from that state. In only 
one state was the vote neutral, namely Kan- 


sas, where the ratio was 1/1. 


all (19/0). The states opposing electroshock 
therapy are conspicuous by their absence. 

Doubtless many readers will be anxious to 
know the content of the letters sent to me 
by our colleagues. If published, these would 
fill a sizeable book, and the excerpts alone 
of statements that are striking and educa- 
tionally essential comprise 70 single-spaced 
typed pages. Thus you will realize the im- 
possibility of publishing all of them. You 
will be interested in a few short excerpts, 
anonymous, of course. 


A. I heartily agree with your viewpoint 


More and more psychiatrists now belong to a 
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physiological school of psychiatry which is grow- 
ing so rapidly that the “pure psychiatrists” are 
being swept off their feet..... Electric shock 
therapy is being demanded by the patients them- 
selves. However, there is definitely a campaign 
on to embarrass those physicians who use this 
form of treatment... . . Although psychoanalysis 
has taught us considerable about mental processes, 
it has failed to uncover the etiologic agent .... 
(From a deep Southern state) 

B. I have been administering convulsive therapy 
since 1936 and I have given perhaps 6,000 treat- 
es As to the use of electroshock in de- 
pressions, I cannot see how anyone with any ex- 
perience can question the almost specific nature of 
this treatment. .... Have not had a single depres- 
sive who did not either recover or markedly im- 
prove under electroshock therapy. .... Whatever 
we may think about there being no stigma attached 
to having been in a state hospital, the fact remains 
that a great and vociferous segment of the popula- 
tion practically ostracises former institutional pa- 
tients, a factor which may actually tend to pre- 
cipitate recurrences of depressions. .... (From 
the far West) 

C. There are many psychiatric disciplines, all 
of which claim priority for therapeutic effect. 
None .... have yet scientifically explained the 
etiological factors of mental illness. .... I have 
seen little or no results with psychoanalytic ther- 
apy in the psychoses, or in some of the psychoneu- 
roses; therefore, when electroshock, insulin shock, 
and prefrontal lobotomy produce results far beyond 
what we could produce before, I thoroughly be- 
lieve in their use..... (Mid-South) 

D. Everybody with any experience knows that 
electroshock therapy has a definite place in the 
treatment of certain disorders. .... (South) 

Psychiatrists who have had little ex- 
perience in the physical treatments condemn them 
with dogmatic statements. .... It is high time 
a group of “150 psychiatrists’ who are competent 
in passing judgment upon electroshock treatments 
should come out with a statement to the profession 
recommending these because of their merit... . . I 
do hope you will start the ball rolling..... 
(East) 

F. There may be justification for exhorting 
some psychiatrists not to neglect psychotherapy, in 
their enthusiasm for other forms of treatment, 
but it is certainly unfortunate if the result is to 
confuse the public and make people suspicious of 
treatments that have proven of value..... (Mid- 
West) 

G. There can be no doubt that electroshock ther- 
apy shortens the illness and perhaps also deepens 
the remission .... they have to be followed up 
by psychotherapy to make the job complete. ... . 
(Mid-West) 

Sener I have been superintendent of a private 
mental hospital for 26 years..... To me electro- 
shock therapy (we have given over 10,000) is a 
God-send. .... (Mid-West) 

+ «ee Electric shock therapy is good and 
wise treatment in affective disorders. It makes 


these patients amenable to psychotherapy, which 
is important. .... I don’t feel that their improve- 
ment could be brought about with psychotherapy 
(East) 

| oe I have had hundreds of cases..... 
It is as safe as any other treatment. When properly 
administered, it is good office procedure in most 
(East) 

is és The rapidity of cure, the economic 
saving (it is possible for patients to pursue their 
usual vocations while under treatment), and the 
salutary effect on the rest of the family, all make 
this treatment worthwhile. ... . I believe that 
the men of the psychoanalytic school resent any 
measure curtailing their practice. They fail to ap- 
preciate that psychoanalysis is but one method of 


treating mental illness. .... (East) 

a I have used shock therapy constantly 
and feel that it saves a great deal of time and ex- 
pense to the patient..... I use psychotherapy 
also, and have many cases now under analysis. 

err It is unfortunate that a therapy which 


is capable of as much good and constitutes an 
important advance to psychiatry of our day should 
be exciting at this time publicised unfavorable 
comments. .... It is not just accidental that 
these criticisms arise primarily from psychoanalytic 
sources, although by no means are all psycho- 
analysts opposed to shock therapies..... The 
success of the shock therapies in the psychoses is 
a bit of evidence tending to undermine the psycho- 
analytic interpretation of the so-called functional 
psychoses..... (Far-West) 

ie sew a I, for one, (at our present stage of 
psychiatric knowledge) would not give up shock 
therapy . . . . it surely provides a quick method of 
getting your patient in condition to do some psycho- 
therapy. .... I know of no other method by 
which dementia precox can be given any chance 
at all unless it is with “deep insulin shock.” Will 
psychoanalysis or any other form of therapy do 
as much? .... (East) 

Have given about 20,000 electroshock 
treatments and had fine results, no bad effects. 
.... (Mid-West) 

Pend oe I have directed the use of electro- 
shock therapy in 11 mental institutions for the 
past 6 years..... We have treated 4,649 patients 
with very gratifying results... .. We have found 
by its use we can shorten the illness very ma- 
terially in the affective disorders and improve the 
behavior in the more chronic and malignant forms 
of mental illness. (Northwest) 

re After all, the results that we obtain 
are the best proof of the value of electroshock 
.... a treatment which needs no defense. .... 
(Mid-South) 

— Electroshock is of value in most men- 
tal disturbances. In fact, after having given some 
50,000 treatments. ... . I have encountered very, 
very few cases in which the patient’s illness was 
made worse by it... . . A depression or confusion 
or intense tension clamors for relief. .... It spells 
the difference between the patient’s continued insti- 
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tutional care, and the opportunity to return to his 
own home... . generally speaking, electroshock 
is the one great hope for the mental patient... . . 
(South-West) 


When treating a known suicidally inclined 
patient, the newly coined concept of “‘the cal- 
culated risk of therapy” can be reduced to a 
very low minimum when electrotonic therapy 
is administered right from the start, anal- 
ogous to an emergency appendectomy that is 
often life saving. If the conservatives in our 
ranks would follow this principle in treating 
their patients the suicide rate would be even 
further reduced. These doctors would cer- 
tainly demand the emergency appendectomy, 
when indicated for themselves. 

As a user of electroshock therapy since 
very shortly after its introduction in the 
United States, and more recently of electro- 
tonic therapy applied by the Reiter Electro- 
stimulatory Method, I want to give you some 
of my observations during 9 years of ex- 
perience. During this period there have been 
no fatalities. 

Since we are all painfully conscious of the 
problem of the suicidal patient it is apropos 
to discuss the suicide question to some ex- 
tent. As already mentioned the suicide rate 
has dropped considerably since the introduc- 
tion of electroshock therapy, and there seems 
to be a rather definite and steady decrease 
in the rate of suicide, concomitant with the 
increase in the use of electroshock therapy 
throughout the country. 

You will note from the table of death 
rates from suicide during the past 18 years 
that there has been a significant drop in the 
rate during the past 6 years compared with 
the previous 9 years. The latter correspond 
roughly to the pre-electroshock era—that is, 
1931 to 1940, while 1942 through 1947 
covers the period during which electroshock 
therapy was effecting a reduction in the rate 
of suicides. 

Now, if we poll the rates for the two 
periods and compare them we find that dur- 
ing the 10 years before electroshock therapy 
began to reduce suicides the average was 
15.23 per 100,000 while during the 6 years 
since, the average has been 11.0 per 100,000. 
It is therefore apparent that, since electro- 
shock therapy came into use, a reduction of 
nearly 25% has occurred in the death rate 


from suicide ; and undoubtedly the rate may 
be further decreased as the use of electro- 
shock therapy for potentially suicidal melan- 
choly persons becomes still more general. 
Those inclined to split scientific hairs 
might raise some question about the per- 
centage reduction in the suicide rate herein 
suggested, but we are not insisting on exact 
percentages. /t is important, however, that 


the frequency of suicides. Any therapy that 


TABLE 1 
DEATH RATES 100,000 POPULATION FROM SUICIDE 


United States, Registration States, 1930-1947 


Death 
Year rates 

* Continental United States. 

Estimated. 

Note: 1940-1947 excludes deaths among armed forces 

overseas. 


Source: National Office of Vital Statistics. 
Statistical Bureau 

Metropolitan Life Insurance Company. 
November 15, 1048 


N-9. 


accomplishes this is important and should be 
fostered. It brings about a marked improve- 
ment in the morale of practicing psychi- 
atrists today, when they know that by this 
means they will keep at a basic minimum the 
disturbing frequency of suicide in acute mel- 
ancholy breakdowns. To all psychiatrists 


that is an unpleasant experience they would 
like to avoid, and which was far more fre- 
quent in their practices before the shock 
therapies came into use I5 years ago. 

Many theories have been proposed to ex- 
plain the modus operandi whereby electro- 
shock therapy brings about improvement in 
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melancholy states or in delusional states. 
Yet up to now, no theory has been accepted, 
and none has been scientifically proved. I 
am at this time adding one more to the 
50 already mentioned by another author 
(Gordon). 

It is my belief that the electrostimulatory 
effect acts directly upon the pituitary gland 
and, via electrochemical processes at present 
not understood, a change is produced in 
pituitary biochemistry resulting naturally in 
changes in the thyroid, adrenals, gonads, and 
other glands of internal secretion. These 
changes are presumably tonic in nature, that 
is, there is produced improvement in the 
quality of the work done by the chemical 
messengers put out by these various glands. 
If, for instance, we conceive that the pitui- 
tary is functioning at a level of 50% or 55% 
or even 60% in a melancholy or depressed 
condition, perhaps through electrostimula- 
tory therapy the functioning capacity of this 
gland is gradually raised to 70% or 75% or 
perhaps even up to 90% of its original effi- 
ciency. Just what hormones are involved we 
do not know, but there may be some relation 
to the “inhibin” we hear endocrinologists 
talk about. In fact, we do not know whether 
it may be possible for electricity to produce 
entirely new hormones within the pituitary 
gland—substances as yet unknown to us. 
That certain pressor substances are produced 
by electric stimulation of the pituitary, which 
in turn increase the production of cortisone 
in the adrenals, is another possibility. 

One factor that would tend to corroborate 
this suggested theory is the following: We 
know that very frequently during melan- 
choly states both in males and females there 
is a complete loss of, or a very marked re- 
duction in, libidinous drives. Men very fre- 
quently tell you that they have been com- 
pletely impotent for the duration of their 
severe melancholia. Now it is quite impos- 
sible that electroshock therapy could induce 
a return of potency through stimulation of 
the gonads, except insofar as this stimulation 
was indirect via the pituitary gland. And it 
is well known that in many cases there is a 
return of potency as the effects of electro- 
shock or electrotonic therapy become evident 
to the patient, synchronous with improve- 
ment in emotional reaction, animation, etc. 


Another well-known phenomenon during 
mental breakdowns is amenorrhcea. Similar 
theoretical implications could apply here, for 
it is well known that menses usually return 
to a normal rhythm as the melancholia clears 
up, unless the menopause has occurred. 

This assumed disorder within the pitui- 
tary during depressed states may be con- 
ceived as similar in many respects to the 
partial destruction of the Islands of Langer- 
hans in the pancreas in diabetes mellitus. 
Whatever the cause of the postulated lesions 
that may exist in the pituitary, electrostimu- 
latory therapy brings about a partial or, ul- 
timately, possibly a complete recovery of the 
reduced or lost function, just as occurs in 
cases of diabetes when insulin is given, thus 
reducing the load that the partially injured 
pancreas is expected to carry. This in turn 
allows what is left of the Islands of Langer- 
hans to regenerate, insofar as possible. It 
is quite within the realm of possibility that 
the pituitary indolence in psychiatric dis- 
orders has developed along lines analogous 
to Selye’s “alarm reaction,” via the route of 
emotional traumata. 

When we get into the sphere of schizo- 
phrenia wherein it might seem a little more 
difficult theoretically to explain therapeuti- 
cally efficacious results, one can still point to 
the fact that schizophrenics are definitely 
lacking in erotic drives compared with the 
average normal person. While it is well 
known that electroshock therapy is no pan- 
acea for schizophrenia and at best the ther- 
apeutic effects are only partial, nevertheless 
it can be pointed out that in those partially 
improved cases, if one has taken the time and 
trouble to secure a careful history before and 
after treatment, some degree of improve- 
ment in libidinal drives may be demonstrable 
following electroshock therapy. It would of 
course be rather difficult to establish just 
what proportion of such improvement in 
libidinal drive was the result of improved 
thyroid function or improved adrenal func- 
tion, or more specifically improved gonadal 
function. Nevertheless it is reasonable to as- 
sume that whatever improvement there is 
could be on an endocrine basis rather than 


_a purely psychic basis. 


Another feature you are all familiar with 
is the frequent complaint so many melan- 
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choly persons express, that there is a feeling 
of a tight band encircling the head. This 
phenomenon, vague though it may seem as to 
causation, possibly could be initiated by pres- 
sure variations within the pituitary as related 
to its fixed housing the sella turcica, trans- 
mitted via sensory nerves to the scalp sur- 
face. One of the earliest marks of improve- 
ment following shock therapy may be that 
the patient no longer feels this tight band 
around his head. We should keep in mind 
that, despite variable methods of applying 
electrodes, it is impossible for the electric 
current to avoid stimulating the pituitary 
gland as it passes from one electrode to the 
other, through the skull. 

The author realizes that missing links in 
the theory proposed will be pointed out by 
those who adhere to other theories, but he 
hopes the hypothesis suggested may lead 
those engaged in endocrinological research 
to undertake experimental work that will 
either strengthen or nullify the theory. It 
is possible such research might eliminate the 
need for using such heroic measures as elec- 
trically produced coma, by supplying us 
with chemical substances (hormones?) that 
could be simply administered and yet accom- 
plish the same results in melancholia and 
schizophrenia. 


CONCLUSIONS 


1. The rationale for using electroshock 
therapy is established on a solid, uncon- 
tradictable footing today, attested to by 
published reports, and now supplementary 
informal reports of many hundreds of psy- 
chiatrists who have treated many thousands 
of cases and are convinced that it is one of 
our most valuable therapeutic measures in 
psychiatry. 

2. Outpatient ambulatory electrotonic ther- 
apy, carried out either in the office or hospi- 
tal with proper safeguards by adequately 
trained psychiatrists, is to be encouraged. 

3. Since the avoidance of every possible 
element of stigma to the mentally disordered 
person is exceedingly important, in the social 
and especially the economic rehabilitation of 
the patient, every possible means of prevent- 
ing institutionalization should be resorted 
to which means the administering of shock 


[June | 1950] 
therapy on an ambulatory basis whenever | formu 
practicable. | trists. 

4. Since there is evidence of material re- II. 
duction in the suicide rate, a considerable | contre 
part of this reduction being attributable to | at hin 
electroshock, it follows that electroshock | public 
therapy should be given to all suicidal cases | staten 
unless physical contraindications preclude | conde 
this. efficac 

5. Potentially suicidal melancholy patients | who 
should be administered electrotonic therapy | lously 
immediately, analogous to life-saving emer- 12. 
gency surgery. help 

6. The gist of this conclusion as formu- psych 
lated in the original paper read in Montreal, the u: 
May 25, 1949, was embodied in the news re- select 
lease issued 24 hours later, a joint statement ing tl 
by Dr. William Menninger, President of The trial! 
American Psychiatric Association, and Dr. 

Nathan K. Rickles, President of the Electro- 

shock Research Association. I quote: Dr. 
Electroshock therapy is accepted today as the ane 
most effective physical agent in the successful action 
treatment of the majority of the affective psy- cation: 
choses when given by properly qualified psy- proacl 
chiatrists. certait 

It should be stressed that at no time is electro- intere: 
shock advanced as a cure-all, but only as one cedure 
very effective agent in selected classes of mental a sta! 
illness. It should always be preceded by a com- Mentsz 
plete and thorough psychiatric study of the pa- in the 
tient, which includes an evaluation of his mental by the 
and physical status, his family and his environ- Let 
ment, and should also be followed with adequate sees 
psychosocial study and psychotherapeutic guidance. and 

7. Since they have already proved invalu- Thers 
able in fostering psychotherapy in cases Te « 
formerly considered inaccessible, research cedur 
should be fostered in physiological methods attem 
in psychiatry—that is, psychosurgery, bio- immu 
chemistry, endocrinology, vitaminology, the ——- 
various shock therapies, etc. “ 

s 

8. Attainment of understanding of the Robie 
dynamisms involved in a given case is not thera 
enough. We must have a higher therapeutic T hay 
goal, namely rehabilitation. of a 

g. Controversies between doctors, from Keg’ 
any specialty, concerning therapies in the era.” 
stage of evolution should not appear in the had 1 
public press, but should be debated at pro- of el 
fessional gatherings or in professional jour- poh 
nals only. the 1 

10. Ethical dicta on this point are lacking in 10 
in our psychiatric by-laws. The whole mat- lation 

follo’ 


ter should be clarified and specific policies 
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formulated for the guidance of all psychia- 
trists. 

11. The indiscriminate therapist must be 
controlled by corrective measures directed 
at him specifically, and not by nation-wide 
publicity of ostensibly authoritative, critical 
statements, which by implication appear to 
condemn a treatment method known to be 
efficacious and widely used, rather than those 
who administer the treatment unscrupu- 
lously. 

12. Our primary aim as physicians is to 
help the sick attain health, and American 
psychiatrists endorse in proportion of 4 to I 
the use of electroshock therapy in properly 
selected cases, as one means for accomplish- 
ing this end. Shock therapy is no longer on 
trial! 


DISCUSSION 


Dr. A. Z. BAkRHAsSH (New York City).—I think 
it is my job here today not to air all my views on 
electroshock therapy, but only to present my re- 
actions to the contents, the merits, and the impli- 
cations of the paper you have just heard. I ap- 
proach this task neither as a proponent, and most 
certainly not as an opponent, of shock therapy. My 
interest is that of a physician considering a pro- 
cedure that affects the welfare of his patients. As 
a staff member of the National Committee for 
Mental Hygiene, I have a further special interest 
in the public-health implications that are claimed 
by the author for this form of treatment. 

Let us begin with the title of Dr. Robie’s paper, 
since it is provocatively stated in question form, 
and therefore demanding of an answer: “Is Shock 
Therapy on Trial?” To me it seems perfectly ob- 
vious that it is, and that it very properly should be. 
To my knowledge, there is no therapeutic pro- 
cedure in all of medicine that is not on trial. An 
attempt to set off any treatment as sacrosanct—as 
immune from question, trial, and investigation— 
runs counter to the spirit and the tradition of 
medical practice. 

As to the data on suicide rates offered by Dr. 
Robie as proof of the effectiveness of electroshock 
therapy, these constitute the most ridiculous effort 
I have ever seen at pulling a mythical rabbit out 
of a statistical hat. For it is only someone intent 
upon such magic who can so naively offer the 1930s 
as “corresponding roughly to the pre-electroshock 
era.” It is true that during this decade the world 
had not yet benefited from the wholesale blessings 
of electroshock therapy, but isn’t it just possible 
that the great depression had something to do with 
the higher suicide rates, and the great war with 
the lower ones that followed? For instance, back 
in 1900 the suicide rate was 10.2 per 100,000 popu- 
lation. In the intervening years it went up to 16.8 
following the depression of 1907, and dropped 


sharply during and following the first World War 
back to 10.2 in 1920. Dr. Robie knows these 
figures, for they come from the same source used 
by him. The conclusion is inescapable that he 
overlooked the parallel because it destroyed his 
argument. And all in the name of making psy- 
chiatry more scientific! Statisticians, at least, will 
hardly believe that this abuse of their discipline 
makes scientists of us. 

Beyond a few brief remarks, I shall leave it to 
those who have had research experience in the 
physiology of electroshock to comment on Dr. 
Robie’s theory that the therapeutic effect results 
from pituitary stimulation. It is a little hard to 
understand how Dr. Robie, as a psychiatrist, can 
so completely overlook the role of psychic factors 
in the lifting of depression, the relief of headaches, 
and the restoration of potency. And even if he 
chooses to be rigidly mechanistic, he should give 
some little thought to the many structures of the 
nervous system that are affected by the current, 
rather than indulging in wistful daydreams about 
new hormones produced by electricity. I should 
like to know why there is no proof of sella erosion 
in depressed states if the pituitary shows pressure 
variations, as postulated by Dr. Robie. Also, why 
the comparison of insulin therapy in diabetes, which 
rests the injured pancreas, with electroshock, which 
doesn’t rest the pituitary but supposedly stimulates 
it to greater activity? 

Let us turn now to the surveys made by Dr. 
Robie. In effect the replies show overwhelming 
approval of electroshock therapy in properly se- 
lected cases. But we know that most of the attacks 
on electroshock therapy are based precisely upon 
the fact that too often proper selection is not ex- 
ercised, so that the treatment gets to be used indis- 
criminately. Yet the author says nothing about 
the criteria for selection, and offers no refutation 
of the charges of indiscriminate use. 

I am aware, of course, that Dr. Robie recom- 
mends “. . . . the use of physiological methods ad- 
junctive to psychotherapy.” These are very proper 
sentiments, but they don’t protect our patients 
from what is actually happening. From all over 
the country we get almost daily information about 
the indiscriminate use of shock therapy, not as an 
adjunct, but as the only approach to treatment. 
Very often there is no preceding diagnosis, no psy- 
chiatric examination, no physical examination, no 
formulation of the patient’s personality or his 
needs, no evaluation of the social situation, and no 
consideration of the physical and psychological 
risks involved. I submit that such practices, which 
are reported in numbers and from sources that 
leave no doubt as to their widespread existence, 
are neither physiological, nor scientific, nor medi- 
cal, nor human, nor, for that matter, honest. If we, 
as a body of physicians, cannot face the fact that 
a form of treatment, though we may approve of it, 
is being sadly misused, then it behooves us to halt 
for an examination of our own motives. We should 
at least ask ourselves whether it is true, as is often 
charged, that electroshock therapy is too profitable 
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to be questioned or tampered with. Others have 
been more courageous than we. No one doubts 
that an appendectomy is a useful procedure in prop- 
erly selected cases, but that did not prevent sur- 
geons from decrying the abuse of the operation at 
a time when such abuse was more common than it 
is today. 

Dr. Robie believes that electroshock therapy on 
an ambulatory basis should be encouraged if used 
by competent, adequately trained psychiatrists. All 
of us would agree that it should not be used by 
nonpsychiatrists, but that agreement is based on 
the supposition that psychiatrists exercise medical 
judgment in the use of this treatment such as is 
hardly available to physicians, and not at all to 
nonphysicians. But if electroshock therapy con- 
tinues to be used indiscriminately, if the prescrip- 
tion becomes automatic instead of depending on 
medical judgment, if it becomes the solitary choice 
of treatment, then it might as well be given in 
massage salons and barber shops. 

In summary, let me remind you that what | 
criticize is not electroshock as a form of treatment, 
but its abuses in current practice, which are pro- 
tected by Dr. Robie’s uncritical defense. I believe 
that we should turn constantly to the basic disci- 
plines that lend scientific support to our medical 
endeavors, but let us not forget that psychology is 
one of those basic disciplines, not only for psychia- 
try but for all of medicine. In the name of making 


psychiatry more “scientific,” Dr. Robie abandons 
psychology to grasp at statistical and physiological 
straws. 


Dr. Rosie (concluding remarks).—Each reader 
must draw on his own experience to decide the 
merits of this paper. 

It was gratifying indeed that the many other 
discussants did not assume the denouncing attitude 
assumed by Dr. Barhash for reasons best known 
to himself. 

I wish to thank those who were kind enough to 
commend the paper and I also thank Dr. Barhash 
for his comments. It was Walter Lippman who 
coined the truism: “When everyone thinks alike, 
no one thinks much of any.” 

Since the critic leans upon the prestige of the 
National Committee for Mental Hygiene to bolster 
the authoritarianism of his pronouncements, one 
wonders why so many laudatory remarks concern- 
ing electroshock therapy are found throughout the 
very fine pamphlet entitled “Psychiatric Shock 
Therapy” published under the zegis of the National 
Committee for Mental Hygiene. 

I close with a reiteration of a thought voiced in 
the paper: Electroshock therapy is the best treat- 
ment known today for suicidal depressive states; 
in fact, it is a near specific. Therefore it should be 
administered without delay to any case of mental 
disorder wherein the psychiatrist believes suicide is 
imminent. 
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THE ANTICIPATION AND PREVENTION OF CARDIAC 
COMPLICATIONS IN ELECTROCONVULSIVE 
THERAPY 


A CLINICAL AND ELECTROCARDIOGRAPHIC StTupy * 


ALEXANDER J. BANKHEAD, M.D., JOHN K. TORRENS, M.D., 
AND 


TITUS H. HARRIS, M.D. 


Galveston, Texas 


INTRODUCTION 


Reported deaths immediately following 
electroconvulsive therapy(1-3) have been 
attributed to cardiac or respiratory(4) fail- 
ure, but clinical and autopsy findings have 
usually failed to establish a definite cause 
of death. Our observations in 2 deaths(6) 
occurring immediately after electrically in- 
duced convulsions and the observation of 
several strikingly similar, nonfatal postcon- 
vulsive reactions prompted this electrocar- 
diographic and clinical study. 


MetTHODS AND MATERIALS 


Following a careful physical examination 
and an electrocardiogram, patients were rou- 
tinely curarized and treated with the con- 
ventional model shock therapy equipment 
manufactured by Lektra Laboratories, New 
York. The limb electrodes of a direct writ- 
ing Viso-Cardiette were placed and a pre- 
liminary 3-lead tracing taken before the 
stimulus, and a continuous tracing recorded 
during (where possible) and after the con- 
vulsion alternating the 3 standard limb leads. 
Clinical observation as to curare dose and 
effect, electrical stimulus, duration and type 
of convulsion, color, respirations, and muscle 
tone was recorded. 


REACTION TYPES 


After a rather detailed analysis of an 
original series of 304 treatment studies in 


1 Read at the ro5th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

From the University of Texas, Medical Branch. 

Prepared with the assistance and advice of 
Drs. George R. Herrmann and Milton R. Hejt- 
mancik of the Department of Internal Medicine. 


127 patients(7), it became apparent that the 
unfavorable posttreatment cardiac reactions 
fell into 2 general groups: those resulting 
from overactivity of the vagus(8) and those 
resulting in ectopic mechanism disturbances 
from other causes. 

Vagal reactions were characterized by 
bradycardia and occurred immediately after, 
or within a few seconds after, the convul- 
sion and persisted for varying lengths of 
time up to 4 or 5 minutes. There is suppres- 
sion of the normal sino-auricular pacemaker 
with slowing to the point where ectopic 
pacemakers lower in the atrium, in the junc- 
tional tissues, in the atrioventricular node, 
or even in the ventricle, may be “forced” 
to initiate the cardiac cycle. The pulse fre- 
quently is very irregular as well as slow ow- 
ing to apparent variations in excitability of 
the ectopic pacemakers under the influence 
of ‘‘vagal suppression.” Other systemic 
manifestations of autonomic commotion, 
with vagal predominance, such as peripheral 
vascular collapse with ashen shocklike pallor, 
muscular relaxation, prolonged apnea, ex- 
cessive salivary and bronchial secretion, and 
posttreatment nausea and vomiting were fre- 
quently associated with vagal cardiac reac- 
tions. Profound reactions of this type have 
closely resembled the clinical picture seen 
in 2 fatal reactions observed here. Several 
clinically alarming reactions of this type 
were observed in this series. The most se- 
vere one (Fig. 1) was associated with cardiac 
standstill for 5.2 seconds, preceded and fol- 
lowed by a very irregular nodal rhythm at 
a rate of about 40 per minute. This patient 
was pallid and apneic for about one minute 
and was given artificial respiration with 
100% oxygen inhalation for an additional 
2 minutes before spontaneous respiratory 
efforts were made. The cardiac rate and 
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A. Electrocardiogram before and after electroshock treatment in 
sclerotic with intense postconvulsive vagal reaction showing nodal p 
for 5.2 seconds followed by recovery. 

B. Similar study 2 days later in same individual using atropine SO, gr. 1/50 I.M. 20 minutes 
before convulsion followed by no significant change in cardiac rate or mechanism. 
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mechanism had returned to normal within 
one minute and the electrocardiograph had 
resumed its pretreatment form. 

These vagal reactions were recognized in 
30% of the patients in this series and were 
alarming in 4%. If not modified by pretreat- 
ment medications, the reaction most consis- 
tently repeats itself in subsequent treatments, 
7 such reactions having been observed and 
studied in one individual. Undoubtedly, re- 
flexes(9, 10) initiated by the apnea, muscu- 
lar exertion, changes in intrathoracic pres- 
sure and venous engorgement incident to 
the convulsion, and the rather abrupt changes 
in these functions following the convulsion 
with dilatation of the right heart, play an 
important role in producing the reactions. 
There is evidence that centrally arising 
impulses incident to cerebral circulatory 
changes, cerebral anoxia, and the electrical 
stimulus itself may play a role. In any event 
it is apparent that the undesirable mani- 
festations are brought about through the 
vagus and other parasympathetic outlets. 
The uniformly favorable alterations in these 
reaction patterns following atropinization 
lend strong support to this theory. 

Other cardiac abnormalities that were gen- 
erally not associated with alarming clinical 
reactions consisted of ectopic contractions 
of atrial and ventricular origin occurring 
singularly, in regular recurring patterns 
(bigeminy and trigeminy), or in sequence 
(atrial and ventricular tachycardias). These 
reactions were considered hazardous because 
it was felt that they were precursors of a 
fatal cardiac mechanism disturbance, such 
as ventricular fibrillation. These reactions 
were seen during the deepest postconvulsive 
cyanosis and were observed more frequently 
and were more severe in patients with heart 
disease, especially those with coronary artery 
diseases. Foci of irritability in the myo- 
cardium, myocardial ischemia and anoxia, 
changes in blood and tissue electrolytes(11, 
12), and changes in venous return and car- 
diac output incident to the convulsion have 
been held accountable for the reactions. Ec- 
topic reactions of serious proportions, ex- 
cluding isolated or infrequent scattered atrial 
or ventricular prematures, occurred in 23 
patients in this series. Transient runs of 
ventricular tachycardia were considered the 

2 


most potentially serious of those observed 
(Fig. 3). 

The prediction of either of these reactions 
from a preliminary study was impossible ; 
however, it was found that the reactions of 
both types were much more severe in patients 
with organic heart disease and in the older 
age groups. Vagal reactions were seen to 
occur frequently, but not invariably, in pa- 
tients with a prolonged P-R interval in the 
preliminary electrocardiogram and in those 
patients showing a relative bradycardia. The 
cardiac as well as clinical response tended 
to be uniform in the same individual if 
not modified by pre- and posttreatment 
medication. 

Thirty patients in this series had definite 
clinical and electrocardiographic evidence 
of heart disease and their reactions are tabu- 
lated in Table 1. In general the reactions 
were more severe and prolonged but did not 
differ in character from those observed in 
other subjects. 


THERAPEUTIC MEASURES 


In considering premedication treatments, 
it was felt that owing to the extremely low 
mortality of electroshock therapy any mea- 
sures undertaken must be free of hazard. 
Pretreatment atropinization had been sug- 
gested(10) and used(13) in selected cases 
with good results and no apparent ill effects. 
An additional series of (478) clinical and 
ECG studies of 166 unselected cases with 
and without atropine premedication has 
been carried out. The results of the con- 
trol studies with premedication are sum- 
marized in Table 2. All these patients were 
given atropine grs. 1/50 (1.2 mgms.) intra- 
muscularly 20 minutes before treatment. 
This eradicated the vagal posttreatment re- 
actions in all but 7 of the cases, of which 5 
needed atropine grs. 1/30 (2 mgms.) intra- 
muscularly and 2 needed atropine grs. 1/50 
intravenously 10 minutes before the treat- 
ment to produce the symptoms of ade- 
quate atropinization (tachycardia over 120, 
pupilary dilatation, and dryness of oral se- 
cretions) and to prevent the posttreatment 
vagal reaction (Table 3). With adequate 
atropinization, the shocklike pallor was not 
noted. Posttreatment nausea and vomiting 
were eradicated in the 6 instances observed 
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A. Typical vagal posttreatment bradycardia with aberrant pacemaker, dissociation of auricular 
and ventricular contractions, and ventricular ectopics occurring during recovery phase. 


B. Same patient 2 days later treated using atropine (gr. 
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1/50) premedication. 
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Fic. 3. 


Excerpts from a pre- and posttreatment cardiogram in 33-year-old schizophrenic with minor elec- 
trocardiographic changes showing severe ventricular ectopic reaction beginning I minute after convulsion 
and progressing to transient ventricular flutter at 4 minutes, followed by recovery. 


TABLE 1 


REACTION OF PATIENTS WITH ORGANIC Heart DISEASE 


ECG Reactions 


Both 
No. Normal Vagal Ectopic (V and E) 
COFOMAEY 8 0 5 5 2 
C.A.D. with bundle branch block......... 5 2 I 2 oO 
' TABLE 2 TABLE 3 
ECG Response in Conraot Srupms Errecr oF ATROPINE PREMEDICATION ON VAGAL 
REACTIONS 
No. 
N 1 61 Relieved Relieved Relieved 
NOPMAL 102 Reaction 1/50 1.M. 1/30I1.M. 1/50 I.V. 
Ectopic ....... 23 15 Moderate .... 14 12 2 
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in this series. Suppression of the pharyngeal 
and tracheal secretions apparently facilitated 
respirations and posttreatment apnea was re- 
duced. No untoward cardiac reactions to 
atropine were observed clinically or elec- 
trocardiographically. Occasional subjective 
complaints of dryness of the mouth, anxiety, 
and palpitation were noted before treatment 
but did not persist after recovery. Glau- 
coma was considered a contraindication to 
atropinization; however, 2 depressed pa- 
tients with glaucoma having had_ iridec- 
tomies, given atropine premedication because 
of a severe vagal reaction, showed no change 
in intra-ocular tension before and after atro- 
pinization on several occasions. There was 
no noticeable alteration in the effect of curare 
(D-tubocurarine) in these patients. The use 
of barbiturates or paraldehyde pretreatment 
sedation in several instances apparently did 
not influence the results. 

It is our feeling that atropine premedica- 
tion is free of hazard and should be used 
in those patients with organic heart disease, 
those over 45 years of age, those having 
shown a previous “vagal reaction” to treat- 
ment, and those showing ECG evidence of 
vagatonia(7). 

Following the original electrocardio- 
graphic studies atropinization has been car- 
ried out in over 2,500 treatments in over 
450 patients with uniformly good results. 
We have noted occasionally a _posttreat- 
ment elevation of temperature in the range 
99-100° F. and this elevation seems to oc- 
cur more frequently in atropinized patients, 
but has caused no discomfort and has not 
been considered harmful. 

Since ectopic phenomena occurred almost 
uniformly during the deepest cyanosis fol- 
lowing a convulsion(14), adequate oxygena- 
tion seemed to be the most important mea- 
sure in preventing this type of reaction. The 
early administration of 100% oxygen by in- 
halation strikingly modified these reactions 
in every case. Atropinization was helpful in 
preventing posttreatment cyanosis and ac- 
companying ectopic reactions, the latter 
being eradicated by atropine premedication 
in 12 of the 23 instances. The use of me- 
chanical airways and artificial respiratory 
movements was resorted to if respirations 
were delayed. In cases showing ectopics, 
especially those of ventricular origin in the 


preliminary electrocardiogram or severe ec- 
topic phenomena in the control treatment 
study, quinidine SO, in a dose of 3 grs. 4 
times daily was given during the treatment 
period with a substantial reduction in severity 
and duration of ectopic reactions. 

All these patients were curarized. The 
effect of curare could not be evaluated, but 
it is our feeling as recently reported(14) 
that curarization, by reducing the severity of 
the convulsion and concurrent rise in intra- 
thoracic and venous pressure, minimizes the 
postconvulsive cardiac dilatation, resulting 
from the rapid inpouring of peripherally 
pooled blood; thus exerting a favorable ef- 
fect upon the heart. No arrhythmia or un- 
favorable cardiac reactions attributable to 
curare were noted in this series. 

Posttreatment cyanosis and ectopic phe- 
nomena were more pronounced in instances 
where multiple stimuli were given before 
a convulsive response was obtained. In 
order to avoid this added hazard(15) it 
is preferable to give a stimulus calculated 
to give a prompt convulsive response, and 
to allow adequate time and to give oxygen 
inhalations if necessary to reestablish ade- 
quate oxygenation and circulation before a 
subsequent stimulation. 


SUMMARY 


In order to overcome the multiple insults 
to cardio-respiratory equilibrium incident to 
the convulsion, therapeutic measures should 
be directed to early oxygenation of the alveoli 
and the maintenance of central and peripheral 
circulator mechanisms to deliver oxygenated 
blood to the myocardial, cerebral, and other 
tissues. Since circulatory function and respi- 
ration are interdependent, changes in one 
function are rapidly reflected in the other, 
and failure of one inevitably leads to failure 
of the other. Therapeutic measures to sup- 
port the failing circulation are best done, 
before the critical postconvulsive state exists, 
in the form of atropinization to prevent vagal 
effects and other supportive measures, such 
as administration of digitalis, quinidine, 
aminophylline, and other medications before 
treatment is begun(7, 16). Respiratory fail- 
ure is more easily dealt with at the time 
of occurrence, and the early institution of 
oxygen inhalations with the aid of artificial 
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respiration and mechanical air way is far 
more beneficial than heroic measures later. 
Utilizing these principles, patients with 
serious cardiac disease can be safely and 
confidently given the benefits of electroshock 
therapy. Four patients having suffered acute 
coronary thrombosis prior to treatment have 
been successfully treated, and 3 patients hav- 
ing suffered episodes of congestive failure 
and taking digitalis during the course of 
treatment were treated uneventfully. 


CONCLUSIONS 


1. It seems likely that “functional” deaths 
immediately following electroconvulsive ther- 
apy are brought about by vagal mechanisms 
described. 

2. Atropine is a safe premedication and 
consistently prevents vagal postconvulsive 
cardiac irregularities. 

3. The effective administration of oxygen 
after the convulsion is important in prevent- 
ing other unfavorable cardiac reactions. 

4. The judicious use of digitalis, quinidine, 
aminophylline, and other supportive medi- 
cations during treatment period is of value 
in patients with heart disease. 
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INSULIN SHOCK THERAPY, A STATISTICAL SURVEY OF 393 CASES 
D. M. PALMER, M.D.,' J. P. RIEPENHOFF, M. D.,? 
AND 
P. W. HANAHAN, M.D. 
Chillicothe, Ohio 


INTRODUCTION 


Insulin shock is now in its second decade 
as a treatment of certain psychoses, espe- 
cially schizophrenia. It has had an extensive 
clinical trial with many modifications and re- 
finements, and there have been divergent 
opinions regarding its value. In recent years 
Kalinowsky and Hoch, Tennent, Bennett 
and Engel, Wilcox, and Bellak made exten- 
sive reviews of the literature. 

Insulin shock therapy has been used ex- 
tensively at the Chillicothe (Ohio) Veterans 
Administration Hospital, and 393 patients 
had received one or more courses by Decem- 
bér 1, 1947. This series of cases appears to 
be one of the largest treated under stand- 
ardized conditions at any one hospital yet re- 
ported in the literature. Therefore, the au- 
thors have endeavored to assemble all the 
information available on this group of pa- 
tients with the hope of contributing to the 
solution of some of the controversial prob- 
lems. This material has been evaluated by 
statistical methods through the courtesy and 
assistance of the Department of Mathe- 


matics of Ohio State University, Columbus, 
Ohio. 


REVIEW OF THE LITERATURE 


There is wide variation of opinion with 
respect to the efficiency of insulin shock ther- 
apy. Kalinowsky and Hoch state that the 
long-range picture in insulin-treated schizo- 
phrenics is far from satisfactory, but they 
feel that this statement should not be used 
as an argument against insulin therapy. 


1Qhio State University, College of Medicine. 

2Formerly Captains, Medical Corps, Army of 
the United States, Chillicothe Veterans Hospital. 

From the Chillicothe Veterans Administration 
Hospital, Chillicothe, Ohio. 

The opinions expressed herein are those of the 
authors and do not necessarily reflect the viewpoints 
or policies of the Veterans Administration. 
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However, Ross in a review of 1,356 cases 
found that, considering all degrees of im- 
provement, patients receiving insulin shock 
exceeded a control group by 173%. Bond 
and his associates have written a series of 
papers emphasizing the value of this therapy, 
while Danzinger and Kindwall in a statistical 
analysis state that there can be no doubt that 
insulin shock produces a much greater re- 
covery rate than does symptomatic treat- 
ment. On the other hand, Libertson raised 
considerable doubt as to its value, and Niel- 
sen and his associates found that a group of 
control patients had a higher parole rate than 
insulin-treated cases. Another questionable 
point was raised by Salzman who believes 
that insulin-shock-treated patients have a 
higher readmission rate because of deteriora- 
tion and personality changes as a result of 
the therapy. 

The question of possible racial differences 
in response to insulin shock has been al- 
most completely neglected in the literature. 
Barker, from a study of 33 Negro cases, 
gained the impression that functional psy- 
choses in that race showed an increased 
modifiability by insulin shock therapy. How- 
ever, he stressed the hazards of this treat- 
ment in Negroes because of the early onset 
of cardiovascular disease in that race. 

The age of the patient at the time he re- 
ceives treatment was not considered to be a 
significant factor by such authors as Malz- 
berg, Gralnick, and Hinko and Lipschutz. 
Nevertheless, Bateman and Michael found 
that patients between 20 and 24 years of age 
were more likely to benefit as a result of 
treatment, while Cheney and Clow stated 
that patients under 30 have the best prog- 
nosis. 

Goldfarb and his associates were of the 
opinion that there is no significant difference 
in recovery rates in various types of schizo- 
phrenia treated by insulin shock therapy. 


Ros 
Bar 
Bat 
Lib 
Ma 
Mc 


195¢ 
Hov 
liter 
cata 
this 
Vog 
con: 
vor 
mo 
| and 
trea 
noi 
| 
the 
and 
) 

Bo 

D 

Gr 
M: 
Mc 

Ni 

H 
pr 

ha 
S 
Sit 
va 
in 
fis 

p 
e 

it 

i 

( 

fi 

h 

| 


cases 
im- 
shock 
Bond 
es of 
rapy, 
stical 
that 
r re- 
treat- 
aised 
Niel- 
ip of 
than 
nable 
ieves 
ve a 
‘jora- 
It of 


ences 
n al- 
ture. 
‘ases, 

psy- 
-ased 
tow- 
reat- 
onset 


e re- 
be a 
falz- 
hutz. 
ound 
f age 
It of 
tated 
orog- 


f the 
rence 
hizo- 
rapy. 


1950 | D. M. PALMER, J. P. RIEPENHOFF AND P. W. HANAHAN gI9Q 


However, there are other references in the 
literature that stress the point that either 
catatonic or paranoid types profit more from 
this form of treatment. In 1942 Kolb and 
Vogel, in a survey of 305 hospitals, found a 
consensus that catatonics responded more fa- 
vorably than paranoids, and the latter in turn 
more favorably than hebephrenics. Bond 
and Shurley stated that it is preferable to 
treat patients with overt or concealed para- 
noid trends of relatively short duration. 
There is almost universal agreement that 
there is an inverse ratio between recovery 
and length of psychosis. Kalinowsky and 


Table 2). Some authors have treated their 
case material in a manner that definitely 
places it in either one or both of these tabu- 
lations. Others have presented their findings 
in such a way that the results cannot be prop- 
erly classified by either of these two tabu- 
lations, and their findings are therefore ex- 
cluded from this discussion. 

The reported percentages of cases that 
show relapse in various series have also dif- 
fered, and various definitions of a relapse 
status were encountered in the literature. 
Table 3 gives the relapse rates reported by 
various authors after a period up to 7 


TABLE 1 
RECOVERY AND IMPROVEMENT RATES 
Number of % % much A 

Reference patients recovered improved improved unimproved 
Bateman and Michael (1940).............. 416 31.2 12.9 27.8 27.6 
1,039 12.9 27.1 25.3 33-4 
87 29.8 22.8 22.8 23.9 

TABLE 2 
DISPOSITION OF PATIENTS 
Number of % % still 

Reference patients discharged hospitalized 
Bond and Rivers (1944) 251 54.0 46.0 
Danzinger and Kindwall (1946)........... 145 45.0 55.0 
Hoch consider duration of illness prior to TABLE 3 
treatment as the most important factor in RELAPSE RATES 
prognosis. Nonetheless, some chronic cases % 
have been benefited according to Bond and Py Up 

ond and Rivers 

Shurley and also Gralnick. vin 19.3 Up to 2 years 
Data from the literature concerning remis- Malzberg (1938) ......-.+ 24.5 Up to 1 year 
sion and recovery rates present such wide McKendree (1938) ........ 16 14 to 4 years 


variations that they can be summarized best 
in Tables 1 and 2. The discrepancy in the 
figures apparently depends not only on the 
variations in case material and treatment 
procedures but also on the interpretation and 
evaluation of the clinical results. Therefore, 
it is necessary to list the results from the lit- 
erature in two separate tables; first, accord- 
ing to the classification proposed by Ross 
(see Table 1) and secondly, according to the 
final disposition of the patient, 7. e., whether 
he is discharged or remains hospitalized (see 


years following treatment. Relapse was sy- 
nonymous with rehospitalization in those 
groups of cases. 

In view of the fact that insulin shock ther- 
apy is both more time consuming and expen- 
sive than electroshock therapy, there has 
been a tendency to treat many cases with 
electroshock first, and to use insulin shock 
only if the electroshock therapy did not yield 
sufficient clinical improvement. Therefore, 
the recovery rate in comparative series of 
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electroshock and insulin shock cases is very 
likely to be distorted unless a separation is 
made of the insulin shock cases in terms of 
insulin being the first form of shock therapy 
used. Statistical studies on those cases in 
which electroshock followed the use of in- 
sulin shock, or vice versa, are difficult to find 
in the literature. Gralnick stated that it is 
worth while to resort to electroshock therapy 
in catatonics and paranoids who have been 
ill less than one year and have failed to re- 
spond to insulin shock therapy. In those 
cases he found a remission rate of 20%. No 
patient whose duration of illness was over 
one year responded to further electroshock 
therapy. 

It is a general observation that a gain in 
weight during insulin shock therapy is almost 
universal, but there has been some question 
as to whether weight gain contributes to re- 
covery. Bennett states that where good sus- 
tained results were obtained there usually 
occurred a marked weight gain. 

Various opinions have been expressed as 
to the importance of the intensity or length 
of the treatments. Gralnick stated that the 
results bear no relationship to the number of 
treatments or the number of comas. Dan- 
zinger and Landhal made no distinction be- 
tween long or short, deep or shallow comas. 
However, Bond and Rivers stated that with 
low dosages and mild procedures the re- 
covery rate after 2 years was only 30% as 
compared to a recovery rate of 46% when 
the patients were subjected to deep stupors 
and high dosages. Most reports agree that 
patients who show the best response do so 
early in the course of the therapy. There 
are other papers that state that patients who 
relapse often show improvement with a 
second course of treatment. Veit believed 
that spontaneous epileptic convulsions have 
no therapeutic significance whereas other 
workers have thought that convulsive attacks 
are followed by immediate and relatively 
marked improvement. Stell found that when 
convulsions are induced in the course of 
insulin therapy the necessary dosage to 
produce shock for the subsequent treatment 
is reduced. 

Bond and Shurly had a mortality inci- 
dence of 4 deaths in 400 treated cases. Kolb 
and Vogel reported a very low mortality rate 


of 6 deaths per 1,000 cases. Bond and Rivers 
had 7 deaths in 188 cases. 


MATERIAL AND METHODS 


This series consisted of 393 male veterans 
of whom 342 were whites and 51 were Ne- 
groes. Their ages ranged from 18 to 55 
years, with a mean of 29.2 years. 

Of the 393 patients 367 were given some 
variety of schizophrenic diagnosis, based 
upon a clinical picture of withdrawal, autism, 
regression, and usually on the appearance of 
hallucinations and delusions. The subtypes 
of schizophrenia were diagnosed on the basis 
of the preponderant findings in the clinical 
picture and were determined by complete 
clinical examinations and by staff confer- 
ences. An attempt was made to exclude acute 
“schizophrenia-like” psychoses. 

In addition to the schizophrenics there 
were 16 manic-depressives, 4 with psychosis 
and mental deficiency, 3 with psychosis due 
to alcohol, 2 with involutional psychosis, and 
I was diagnosed as psychopathic personality. 

The three largest groupings with a diag- 
nosis of schizophrenia were 135 hebephrenic 
reaction types, 106 paranoid reaction types, 
and 87 catatonic reaction types. 

The method of administering insulin shock 
was adopted with some modifications from 
the original treatise by Sakel. Regular crys- 
tallin insulin was administered intramuscu- 
larly in the gluteal region Monday through 
Friday at 7:00 A.M. after temperature, pulse 
rate, and blood pressure had been recorded 
on each patient. The patient was then con- 
fined to his bed with a camisole restraint and 
was observed for the initial sign of hypo- 
glycemia, which was usually excessive per- 
spiration. The time of onset of this symp- 
tom was recorded as the beginning of the 
shock period. The duration of the first 6 
shock periods was limited to 30 minutes ; the 
following 6 shock periods were terminated 
after 60 minutes; the remaining treatments 
were of 90 minutes’ duration, unless the con- 
dition of the patient necessitated earlier in- 
tervention. A total of 50 comas ordinarily 
constituted a course at this hospital and this 
required 24 to 3 months for completion. The 
patient was given an initial dose of 10 to 20 
units on the first day of treatment; this was 
increased 10 to 30 units per day depending 
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upon the time of onset of the shock period. 
If the patient showed symptoms of hypo- 
glycemia within 2 hours after the injection 
of insulin, the same dosage was maintained 
the following day. If the symptoms occurred 
later than this, it was termed “late” shock 
and the dosage was increased by Io units 
for each one-half hour period that the onset 
of hypoglycemia was delayed. 

In preparing this report an attempt was 
made to handle the data in a uniform man- 
ner. The material from each patient’s hos- 
pital record was abstracted and transcribed 
to a data card. Each data card was then 
coded and transferred to a separate In- 
ternational Business Machine card. These 
cards were mechanically sorted in terms of 
possible correlations and computations were 


DATA AND DISCUSSION 


Effectiveness of Insulin Shock Therapy.— 
The efficiency of insulin shock therapy in 
this series was determined primarily by the 
issue whether the patient was discharged or 
remained hospitalized. Consideration was 
also given to the incidence of relapses in 
those patients who had been discharged and 
to the type of adjustment of the discharges 
(see Table 4). 

In Table 4 only the 367 schizophrenic 
cases are analyzed. The results for the entire 
series of 393 cases are, however, almost 
identical. In this table “relapse” refers to 
return to a psychiatric hospital (except in 
one case where it denotes suicide). 

A follow-up study was conducted in order 
to ascertain the social and industrial status of 


TABLE 4 


DISCHARGE, RELAPSE, AND RECOVERY RATES IN SCHIZOPHRENIC CAsES ONLY 


Discharges 


Number of patients Number 
Entire series (367 patients)............. 05 
Without prior electroshock therapy (182 


With prior electroshock therapy (185 


made for the purpose of statistical analysis. 
Three types of mathematical procedure 
were used on these data. 

1. Relationships were obtained between 2 
methods of discrete classifications; for ex- 
ample, the disposition of the patient and the 
diagnosis. This sort of data yields a con- 
tingency table, and x? (chi square) tests 
were used to determine whether there was 
or was not a relation between the classifi- 
cations. 

2. Comparisons were made of 2 groups 
by means of some measurement. To decide 
whether the mean of one group was signifi- 
cantly greater than the mean of the other 
group, “‘t” tests were used. 

3. Relations were investigated between 
pairs of continuous measurements. For ex- 
ample, we may question whether the weight 
gain per day is associated with the fasting 
blood sugar. In these cases the correlation 
coefficient was used as a measure of the rela- 
tionship between the variables. 


Remain 
. Relapse % of those discharged 
% number discharged % of original 
25.9 33 34.7 16.9 
34.1 26 41.9 19.8 
17.8 7 21.2 14.1 


the discharges some 21 to 75 months (aver- 
age 40 months) after their treatments. The 
former patients were rated as well adjusted 
(indicating good social and economic adjust- 
ment), marginally adjusted (patients who 
are working part-time and making social ad- 
justment but who are exhibiting some psy- 
chotic symptoms not severe enough to re- 
quire hospitalization), or poorly adjusted 
(showing marked psychotic symptoms, not 
working, and proper subjects for hospital- 
ization but for the fact that the family is able 
to care for them). In making a survey of 
the 62 schizophrenics who have remained 
discharged from the total of 367, adequate 
follow-up reports have been received on 48 
patients. Of these, only 13 are making a 
good adjustment, 19 are making a marginal 
adjustment, and 16 are poorly adjusted. 
Using this same survey and applying the re- 
sults to the group of 182 schizophrenics who 
were first treated with insulin, 27 of the 36 
cases reported ; and only 8 are well adjusted, 
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11 are marginally adjusted, and 8 are poorly 
adjusted. 

In summary, our figures show that while 
insulin shock therapy may be of some bene- 
fit in schizophrenia its effectiveness is not 
marked. While 34.1% of the patients treated 
with insulin shock therapy as the first form 
of treatment were discharged, only 19.8% 
remained discharged at the time of this 
evaluation, and less than one-third of these 
appear to be well adjusted. This brings the 
social recovery rate down to between 6% 
and 7% (estimate). This figure must be 
considered as low in the light of Cheney and 
Drewry’s finding of 12% for a recovery 
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patients discharged from the hospital fol- 
lowing therapy (see Table 5). The incidence 
of relapses definitely decreased with age in 
patients over 21. In the total series it was 
found that the patients who suffered relapses 
after discharge from the hospital averaged 4 
years younger than either those remaining 
discharged or the patients still hospitalized. 

An analysis of the changes in systolic and 
diastolic blood pressures during insulin shock 
therapy failed to show a significant variation 
in terms of the ages of the patients. 

Studies of the number of shocks, the total 
hours of shock, the fasting blood sugar and 
the minimum and maximum dose of insulin 


TABLE 5 
AGE vs. DISPOSITION 
Remain 
Discharges Relapses discharged 
Age patients Number % Number % original no. 
Entire series (393 patients) : 
130 31 23.8 4 12.9 20.8 
Without prior electroshock (193 
patients) : 
55 17 30.9 II 64.7 10.9 
67 22 32.8 4 18.2 26.9 


rate in a follow-up study of the nonspecific 
treatment of dementia precox. It suggests 
the possibility that the insulin therapy may 
have retarded or prevented recovery. How- 
ever, it is to be understood that we have 
absolutely no proof to support this possibility. 

Race.—The data showed that there was no 
correlation between the race of the patient 
and any one of the following items : diagnosis 
in terms of types of schizophrenic reaction, 
effectiveness of insulin shock therapy, the 
apparent degree of clinical improvement im- 
mediately following therapy, and the occur- 
rence of cardiovascular complications. This 
does not substantiate the previously men- 
tioned findings of Barker. 

Age.—tThere was no significant statistical 
correlation between the age of the patient 
and recovery sufficient to warrant discharge 
from the hospital following treatment, as is 
shown in Table 5. 

An interesting correlation was found be- 
tween age and the occurrence of relapse in 


used failed to show any correlation with the 
age of the individual patient. 

A study was made to determine if there 
was any correlation between the age of the 
patient and the clinical classification in terms 
of the type of schizophrenic reaction shown. 
It was noted that patients classified as schizo- 
phrenic reaction, paranoid type, were appre- 
ciably older than those classed as catatonic 
and hebephrenic varieties of schizophrenia. 
The paranoid type appears to have later on- 
set; it may be that society tolerates such 
people for longer periods. 

Schizophrenic Diagnoses.—No significant 
correlation was found between the effective- 
ness of insulin shock therapy and the diag- 
nosis in terms of paranoid, catatonic, or hebe- 
phrenic types of schizophrenia. 

Similarly, no correlation was found be- 
tween the type of schizophrenic diagnosis on 
the one hand, and race, fasting blood sugar, 
number of hours of shock, change in systolic 
and diastolic blood pressures, the occurrences 
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of cardiac abnormalities, the interruption of 
treatment for other causes, or amount of 
weight gained during the treatment, on the 
other. 

Certain features appear to be characteris- 
tic in the paranoid schizophrenics treated in 
this series. These paranoids were significantly 
older than the catatonics or hebephrenics and 
fewer of them had had electroshock therapy 
before they received insulin. The minimum 
dose of insulin necessary to produce shock 
in the paranoids was less than in the other 
two groups, and they had fewer convulsions 
than the catatonics and hebephrenics. Al- 
though the postshock evaluation in the para- 


the other, 1 to 3 days after the cessation of 
treatment, was found to be fairly accurate 
when this evaluation was compared later 
with the status of the patient in terms of 
being discharged or remaining hospitalized. 
For example, 91.2% of those patients rated 
as markedly improved immediately following 
insulin shock therapy were discharged from 
the hospital on the basis of recovery due to 
treatment. However, relapses in these pa- 
tients were slightly higher than for the entire 
group, so that at the end of the evaluation 
period only about 20% of those who had been 
given a marked improvement postshock eval- 
uation were considered as socially recovered. 


TABLE 6 
DuRATION OF PsycHosIs vs. DISPOSITION 
Remain 
Discharges Relapses discharged 
Months of Number of 
_ Psychosis patients Number % Number % original No. 
Entire series (393 patients) 
I-12 118 4l 34.7 13 31.7 23.7 
13-24 95 29 30.5 I2 41.4 17.9 
25+ 170 25 14.7 8 32.0 10.0 
Unknown 10 4 I 
Without prior electroshock (193 patients) 
I-12 7 33 42.3 12 36.4 26.9 
13-24 43 16 37.2 9 56.3 16.4 
25+ 67 14 20.9 5 35-7 13.4 
Unknown 5 2 I 


noids was superior to that in the other two 
varieties, the end results in terms of discharge 
and recovery were not significantly better. 

Duration of Psychosis—The duration of 
the psychosis was determined on the basis of 
the date of the first psychiatric report made 
on the patient or on the history of onset of 
common symptoms of psychosis as evalu- 
ated by competent observers. If the date of 
onset was unknown, the case was so classified. 

There was a significant positive correla- 
tion between the duration of the psychosis 
and the discharge and recovery rates. Anal- 
ysis showed that patients with the shorter 
illnesses had the higher recovery rates (see 
Table 6). The data show that long duration 
of psychosis before treatment, especially more 
than 2 years, is an unfavorable prognostic 
factor. 

Immediate Postshock Evaluation—The 
evaluation of the effectiveness of insulin 
shock therapy, in terms of marked improve- 
ment on the one hand or no improvement on 


Relapse Rate-——The relapse rates are shown 
in Tables 4, 5, and 6. There was no signifi- 
cant correlation between various clinical diag- 
noses and the occurrence of relapses. One- 
half of the relapses studied occurred in the 
first year following therapy, and three-fourths 
in the first 2 years after treatment. 

The relapse rate was approximately twice 
as great in those who were discharged fol- 
lowing insulin shock therapy as their first 
form of treatment as in the group that had 
prior electroshock therapy without recovery 
(Table 4). 

In both groups the relapse rate was highest 
in those between 21 and 25 years of age and 
lowest in those over 30 years of age (Table 
5). The wide range in relapse rates (52.0% 
to 12.9% and 64.7% to 18.2%) greatly 
modifies the remarkably uniform discharge 
rates for the age groups between 21-25, 26- 
30, and 30+ years. As a result, the older 
age groups definitely show the best final re- 
covery rates (Table 5). 
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The relapse rate is higher in patients whose 
illness duration is between I and 2 years than 
in those who have either been sick less than 
I year or over 2 years (Table 6). 

Prior Electroshock Therapy.—As may be 
expected, the use of electroshock therapy 
prior to the use of insulin cures a certain 
percentage of patients and also leaves a resi- 
due of cases many of whom may not be 
responsive to any form of shock treatment. 
This is reflected in our series of cases. There 
were 185 schizophrenics who had been given 
electroshock therapy prior to insulin shock, 
and these cases showed a discharge rate of 
17.8% (see Table 4). It was found that 
patients diagnosed as paranoid schizophrenics 
had been subjected to less electroshock ther- 
apy than those diagnosed as catatonics or 
hebephrenics, probably because some reports 
in the literature suggest that insulin shock 
therapy is more effective in the paranoid type. 
Also, those patients who had received courses 
of electroshock therapy showed a decreased 
tendency to have convulsive seizures during 
insulin shock therapy. During the course of 
a series of electroshock treatments, resistance 
to seizures is gradually produced and the 
voltage dosage is thereby necessarily increased. 
One may hypothesize that this resistance to 
seizures is retained and carried into subse- 
quent insulin shock therapy. 

Further Electroshock Therapy.—Data 
found in this report support the contention 
that those patients who have received insulin 
shock therapy and did not recover can be 
benefited by the use of further electroshock 
therapy. One hundred patients in our series 
received subsequent electroshock therapy and 
for the purpose of this paper were considered 
as insulin shock failures. However, 15 (or 
15%) were discharged as improved after 

electroshock therapy. Seven of these patients 
have relapsed (in 4-51 months). The aver- 
age duration of the psychosis in these patients 
was approximately 22 months, and the aver- 
age length of the recovery period to the time 
of evaluation is approximately 13 months. 
These statistics demonstrate that a failure 
with one type of shock treatment should not 
preclude an attempt with another form of 
therapy even though the length of psychosis 
is over 18 months. 

Further Insulin Shock Therapy.—The ef- 
fect of a second course of insulin shock 


therapy was studied in 2 groups of patients. 
Twenty-three cases who did not respond to 
a first course received a second course, and 
only 1 of the 23 (or 4.2%) showed sufficient 
recovery to permit his discharge from the 
hospital. A second group of 6 cases showed 
recovery sufficient to permit discharge from 
the hospital following a first course of insulin 
shock therapy, but later suffered relapses and 
were returned to the hospital. These 6 cases 
were given a second course of insulin shock 
and only 1 of them underwent a second re- 
mission sufficient to warrant discharge from 
the hospital. 

Convulsions.—In this series those patients 
who had experienced 2 or more convulsions 
during their course of insulin therapy had a 
better recovery and discharge rate than those 
with one or no convulsions. 

It was found that patients who received 
electroshock therapy prior to insulin treat- 
ments had fewer convulsions than did those 
who had not received electroshock treatments. 
No correlation was found between the inci- 
dence of convulsions and the age of the 
patient or the occurrence of cardiac abnor- 
malities during the course of treatment. 

Fasting Blood Sugar.—A study of the 
correlation coefficients shows that there is a 
tendency for patients with a higher fasting 
blood sugar to require a lower minimum dose 
of insulin to produce shock. However, this 
difference in blood sugar is not large enough 
to be medically significant. The correlation 
for fasting blood sugar is negative in relation 
to age, diagnosis, hours of shock, maximum 
dose, convulsions, and weight gained per day. 

W eight Gain.—Of the 393 patients in this 
series 391 showed a gain of weight during 
insulin shock therapy. The range in average 
weight gain was from 0.06 to 0.6 pound per 
day. Weight gain showed a better correla- 
tion with the physician’s evaluation of the 
improvement of the patient immediately fol- 
lowing insulin shock therapy than it did with 
the ultimate recovery of the patient. 

There was no significant mathematical cor- 
relation between amount of weight gained 
per day on the one hand, and age of the 
patient, type of schizophrenic diagnosis, fast- 
ing blood sugar level, the maximum and 
minimum dose of insulin, and the total hours 
of shock, on the other. 

Length of Treatment.—A study was made 
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to ascertain the possible importance of the 
number of shock treatments, and of the total 
hours of shock with respect to discharge 
and recovery rates. No significant relation- 
ship was found. There was no correlation 
between the number of shock treatments and 
the total hours of shock on the one hand, and 
age and diagnosis of the patient on the other. 
The total hours of shock did not show a 
correlation with the fasting blood sugar or 
the amount of weight gained during the 
treatment. 

Blood Pressure —A study was made of the 
recorded blood pressures of approximately 
200 patients on the first 5 and last 5 days of 
their treatment periods. The average blood 
pressure of these 200 patients at the begin- 
ning of treatment was 115/72. At the ter- 
mination of the treatment the blood pressures 
were very little changed; the mean of the 
systolic pressures was slightly lower and the 
mean of the diastolic pressures slightly 
higher. 

Dosage.—The dosage of insulin adminis- 
tered during coma ranged from 10 to 600 
units. The only significant correlations found 
with respect to the dosage were that those 
patients who had a high fasting blood sugar 
showed a tendency to require a smaller dose 
of insulin to induce shock and that there was 
a marked difference in the amount of insulin 
necessary to produce shock in the varieties of 
the schizophrenic reactions. The paranoid 
schizophrenics required the smallest dose 
(52.4 units), the hebephrenics were inter- 
mediate (72.9 units) and the catatonics re- 
quired the highest dosage (82.1 units). 

Complications.—During the period of in- 
sulin shock therapy certain technical difficul- 
ties and complications arose that necessitated 
temporary or permanent interruption of 
treatment (Table 7). 


TABLE 7 
REASONS FOR INTERRUPTION OF TREATMENT 


No. of cases 
Technical difficulties 


5 
Feeding problems ................- 5 
occ 3 
Complications 
Respiratory infections ............. 17 
Cardiac abnormalities ............. 12 


Morbidity and Mortality.—During the in- 
terim of treatment of 393 patients there oc- 
curred an over-all morbidity rate of 10.3%. 

In the total series of cases, there were 2 
deaths attributable to insulin shock treat- 
ment, giving a mortality rate of 0.5%. 


CONCLUSIONS 


I. Insulin shock therapy was found to be 
effective in the treatment of 182 cases of 
schizophrenia in the following terms: dis- 
charged from the hospital, 34.1% ; remained 
discharged after a period of 21 to 75 months, 
19.8% ; and full social recovery (after that 
period of time) estimated at about 6%. 
These figures indicate that insulin shock 
therapy is certainly not sufficient as a sole 
form of treatment in schizophrenia. It may 
have more value when used as a preliminary 
approach to psychotherapy or milieu therapy. 
On the other hand the low social recovery 
rate, after 40 months (average) of evalu- 
ation, is discouraging. 

2. Race was not a significant factor in 
this form of therapy. 

3. The older the patient the better the re- 
mission status following therapy, i. e., fewer 
relapses occurred. 

4. There was no indication that insulin 
shock therapy is especially effective in any 
particular type of schizophrenic reaction. 

5. The effectiveness was found to decrease 
as the length of illness prior to therapy was 
increased. 

6. Of 182 schizophrenic patients showing 
remission after a course of insulin shock 
therapy as the first form of shock treatment, 
41.9% later suffered relapses, within a time 
evaluation period averaging 3} years. 

7. Insulin shock therapy was effective in 
some patients (17.0% of cases) who had 
failed to respond with electroshock treatment. 

8. Electroshock therapy was effective in 
some patients (15.0% of cases) who had 
failed to respond with insulin treatment. 

g. A second course of insulin treatment 
was found to be of very little value if the 
patient had failed to respond with the first 
course. 

10. The level of the fasting blood sugar 
prior to insulin shock therapy had no effect 
on the outcome of the treatment. 

11. Almost invariably a substantial gain in 
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weight was produced during the course of 
insulin shock therapy. This had little bearing 
on the ultimate improvement of the patient. 

12. The length of treatment was of no 
value in estimating the prognosis. 

13. Convulsive attacks during insulin coma 
seemed to have a favorable therapeutic effect. 

14. There was no marked change in blood 
pressure following insulin shock therapy. 

15. Paranoid schizophrenics required a 
smaller dosage of insulin to produce symp- 
toms of hypoglycemia than did the other 
types of schizophrenia. 

16. Insulin shock therapy can be expected 
to produce certain complications and a mor- 
tality rate of about 0.5%. 
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WILHELM LANGE-EICHBAUM AND “THE PROBLEM OF GENIUS” 
RICHARD D. LOEWENBERG, M.D., Ca.ir. 


On September 4 of last year Dr. Wilhelm 
Lange-Eichbaum died in his home town, 
Hamburg, in his seventy-fifth year. Origi- 
nally a sculptor and successful author of 
stories and plays, an ardent chess player, 
and sailing enthusiast, he devoted his life 
to the study of psychiatry as a disciple of 
Gaupp’s famous school at the University of 
Tuebingen. Since 1928, he worked in a 
rather inconspicuous position at the Uni- 
versity of Hamburg. His life work concen- 
trated on establishing pathography as a sci- 
ence, combining psychiatric and sociological 
insights. His monumental work, “Genius, 
Insanity, and Fame,” whose fourth edition 
is in preparation, will remain a landmark 
in the history of our science. An English 
condensation was published in London in 
1931 under the title “The Problem of Ge- 
nius.” Dr. Lange-Eichbaum laid the ground- 
work in careful pathographies of famous 
geniuses, the last being a fascinating study 
on the newly discovered hospital history of 
Nietzsche (reviewed in detail in Journal of 
Clinical Psychopathology, April, 1948). 

Former investigators set out from their 
philosophy for a solution of the problem 
of genius with the aid of metaphysics, but 
Lange adopts the opposite method. By col- 
lecting everything in the world of living 
reality that manifests itself as genius, he 
asks sociologically who is recognized by 
others as a genius—by whom, by what 
period and society, and by what nation? 
What is experienced as the value of genius? 
Which human types are preferred? Differ- 
ent nations—no less than different ages— 
idolize and deify totally different types of 
human beings. In classical days the sage 
and philosopher were ideals; in the Middle 
Ages, the saint; in the days of the Renais- 
sance, the courtier, statesman, and wit. The 
bourgeois epoch paid homage to the produc- 
tive writer and sculptor; today the great 
technician, calm and controlled, is far more 
highly esteemed than the lyricist. Experience 
shows that the notions of hero, saint, demi- 
god, and genius merge into one another and 
that is why among them are found even 


persons of intellectual narrowness and of 
gross error. But they were intermediaries 
of new values for many thousands of con- 
sumers, and sometimes this was the fruit of 
mental disorder. 

Genius is a functional concept: the socio- 
logical, religious, and psychological relation- 
ship of a bearer of spiritual values to the 
consuming congregation of mankind. The 
show that the public enjoys is more a crea- 
tion of the audience than of the actors. 
Through the admixture of psychopathologi- 
cal elements, their personality, work, and 
history have acquired that strangeness and 
flavor of mystical awe that seems almost 
an essential pacemaker to arouse sentiment 
of veneration, the sanctity of genius. 

While this new approach to the problem of 
genius was, and still is, disapproved by the 
humanities, and is far from being generally 
recognized, two illustrations might prove the 
uncanny foresight, irrespective of Nietzsche’s 
skeptic motto, with which Lange prefaced 
his life work: “Fortunately books are for 
most people merely literature.” Several years 
before the appearance of Hitler, he wrote 
in his “Problem of Genius,” 1928, translated 
in 1931, as follows: 


In all departments of life there are conspicuous 
leaders who would never be termed geniuses or 
venerated as such—leadership, however, is not in- 
frequently acquired through “mass psychology.” 
In so far as this is the case, the masses are apt 
to follow those characterized by a certain lack 
of talent, persons who are akin to the crowd through 
their blind impetuousness, childishness, and im- 
pulsive passion. The sense of kinship makes the 
crowd follow such persons blindly. These are the 
characteristics of many popular heroes, revolution- 
ists, army leaders, and orators. It is through the 
possession of qualities which are by no means 
entitled to be regarded as “great gifts” that they 
first become leaders of the masses, and subsequently 
perhaps are venerated as geniuses, 


Shortly before his death, he published a 
new pathography on Nietzsche,’ his disease 
and his influence, proving once more bril- 
liantly and tragically the fruitfulness of his 


1 Lange-Eichbaum, Wilhelm. Nietzsche, Krank- 
heit und Wirkung, Third Edition. Hamburg, 1948. 
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approach by utilizing Nietzsche’s lost hospi- 
tal history, a copy of which was rediscovered 
in 1930 in the attic of a Hamburg neu- 
rologist. 

The first part of the book deals with 
Nietzsche as a psychiatric problem, the sec- 
ond with his influence and aftereffect. At the 
time of his admission to the Jena Psychiatric 
Clinic in January, 1889, the diagnosis of 
general paralysis was well established. Aside 
from the neurological symptoms, two mental 
syndromes alternated: a euphoric expansive 
mood with flourishing ideas of grandeur and 
marked dementia ; and a paranoid syndrome 
with persecutory ideas and_ hallucinations. 
More difficult to evaluate are the earlier 
stages, especially the decade 1880-1889 in 
which his most famous and debated works 
coincide with his period of feverish activity 
of production (1881-1883). Lange rallies 
a great number of reasons to believe that 
the new psychopathological experiences of 
this hypomanic period were already an ini- 
tial manifestation of a stationary paresis. 

There are a number of psychological de- 
tails from Nietzsche’s earlier life of special 
interest to the social psychiatrist for under- 
standing Nietzsche’s appeal. He was ex- 
tremely vain. He never quoted the sources 
of his main ideas. He knew only the bordello 
or entirely platonic friendships with women. 
Until his late psychosis he was a very com- 
passionate man, contrary to his written 
attacks against mercy. Most revealing, how- 
ever, are his wish dreams of grandeur at the 
outbreak of his psychosis. He planned to 
provoke Germany into a war of despair. It 
has been a fateful repetition, in Germany 
and elsewhere, that every mental attitude 
fed by emotions and mood, resentment and 
protest, appeal to the population when pre- 
sented in the high-sounding pathos of the 
prophet. 


The ideas of Nietzsche were translated 
into reality through the actions of fanatical 
one-track minds. This is tantamount to a 
sociological disease, the catastrophic results 
of which are obvious from the experience 
of the whole world in recent years. 

If books like this would help to overcome 
the prejudices in our own ranks by showing 
that not a debunking or degradation of ge- 
nius, but a deeper understanding and ad- 
miration will result—then we may even hope 
that future studies in this hardly charted 
field of pathography might develop into a 
most far reaching application of preventive 
group psychiatry, forestalling such devas- 
tating hero worship in the future as we ex- 
perienced in the last decade. 

The American scene was beyond the 
knowledge and reach of Lange, whose forma- 
tive years were still in the nineteenth cen- 
tury. His approach, however, anticipated 
the modern trend of American psychiatry. 
Our history abounds in great and splendid 
characters and we have hardly begun to 
study them from a pathographic viewpoint 
with the equipment and restraint of our 
science, which Lange’s pioneer enthusiasm 
occasionally overstepped. 

He was one of the many great examples 
of brilliant and noble minds, “withering away 
behind the window,” himself a frustrated 
genius, unknown and unrewarded by the 
public at large. His was a highly individual- 
istic nature, uncompromising in the pursuit 
of his research. Since the beginning of the 
century, his wide knowledge of history, his 
clinical experience, and his sparkling style 
fought for the legitimate rdle of psychiatry 
and sociology in contributing to a deeper 
understanding of history and the building of 
a more humane future. For many years to 
come, his pioneer work will guide and chal- 
lenge the student of the emerging new 
science, the pathography of genius. 
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THE CLINICAL INVESTIGATION AND DIFFERENTIAL 
MEASUREMENT OF ANXIETY * 


RENATUS HARTOGS, M.D., Pu. D.,? New Yorx City 


Psychiatric thinking today acknowledges 
the primary importance of anxiety as a psy- 
chopathogenic factor. Therefore, etiological 
assessment, quantitative and qualitative anal- 
ysis, and therapeutic management of anxiety 
have become a matter of concern to the 
psychiatrist. 

Since Sigmund Freud’s masterly analysis 
of anxiety in his book, “Hemmung, Symp- 
tom und Angst,” and Levy-Valensi’s volume 
“Les Etats Anxieux,” anxiety as a problem 
and as a clinical reality has been approached 
mainly from the descriptive and pragmatic 
point of view. Only during and after the 
last World War was anxiety first investigated 
by experimental means, using physical, 
physiological, pharmacological, projective, 
and nonprojective techniques. 

However, the great majority of experi- 
mental procedures used in the diagnostic 
investigation of anxiety are complicated, 
costly, and time-consuming. The practicing 
psychiatrist still remains completely depen- 
dent on his intuitive clinical judgment, his 
knowledge of the case history, and his more 
or less subjective interpretation of dreams 
and free associations. Because of the in- 
creased demand for psychiatric services it 
has become necessary to develop methods 
by means of which anxiety can be validly 
and quickly explored and measured by the 
psychiatrist himself during one interview. 
Diethelm(1) recently has described such an 
approach to anxiety, based upon the influence 
of apprehension upon attention, concentra- 
tion, learning, and retention. While it is 
generally accepted that anxiety modifies in- 
tellectual functioning (e. g., scatter patterns 
in intelligence-test results) and imaginative 
activity (e. g., Rorschach, TAT), it is less 
known to what extent and in which way 
anxiety effects visuo-motor control, self- 


1 Read at the 105th annual meeting of The Ameri- 
can Psychiatric Association, Montreal, Quebec, 
May 23-27, 1949. 

2New York Psychiatric Institute and Hospital, 
New York. 


concept, level of aspiration, and body-image 
in most psychopathological syndromes. 


CLINICAL METHODS 


In the author’s opinion anxiety is inti- 
mately connected with the function of per- 
sonality integration. Whenever the organism 
becomes aware of potential threat or danger, 
anxiety is mobilized and induces the forma- 
tion of defenses against the threats which 
are disintegrative to the personality and 
endanger the ego. Anxiety can thus be 
thought of as an alarm-mechanism to pre- 
serve personality integration. It is therefore 
logical to assume that anxiety can be best 
studied in its effects upon those personality 
aspects which show a marked integrative 
character. Such integrative traits among 
others are visuo-motor control, self-concept, 
level of aspiration, and body gestalt. 

Easily administered and quickly in- 
terpreted measures of the effect of anxiety 
on each of these 4 aspects of personality 
will now be described. These methods are: 
(1) Katography, (2) Interpretive Projec- 
tion Technique, (3) Level of Aspiration 
Test, and (4) Draw-a-Person Test. 

1. Katography is an experimental proce- 
dure, which consists in a specific kind of 
mirror-drawing (not tracing) and investi- 
gates mainly the flexor-extensor-coordination 
in simple mirror-drawing movements, like 
those of joining distant points with and 
without visual control. This technique has 
been developed and put to clinical use for 
several years by Dr. David Wechsler and 
the author at the Bellevue Psychiatric Hos- 
pital, New York, and at the Allan Memorial 
Institute of Psychiatry, Montreal. On the 
basis of our statistical material obtained on 
thousands of patients with severe anxiety 
tension and control groups of so-called nor- 
mals without any marked anxiety, we may 
say that katography is a reliable and valid 
procedure for the assessment of anxiety(2). 
The procedure itself is easily administered 
to any person, able to hold a pencil in the 
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right or left hand, within a maximal time- 
limit of 360 seconds for both part I and 
part II. Each katographic performance is 
scored according to: time, distance, speed, 
spread, field distribution, pressure, seg- 
mentation, linear characteristics, blocks, blind 
drawing, and test-retest-comparison. These 
criteria correspond to the following fac- 
tors of anxiety: degree of primary and 
secondary anxiety-tension, anxiety-control, 
anxiety-projection, danger zone, reaction 
to threat, reaction to anxiety, degree of 
anxiety awareness, proneness to anxiety re- 
actions, degree of available courage, capacity 
for recovery from anxiety. These are the 
factors of anxiety, which seem to modify 
visuo-motor control in various characteristic 
ways and may therefore be used for the 
qualitative and quantitative assessment of 
anxiety. 

2. The Interpretive Projection Technique 
(I P T) is a procedure which permits clin- 
ical investigation of still other aspects of 
anxiety. Not only does it supplement and 
corroborate findings, arrived at by means of 
nonprojective katography, but this method 
digs further into the psychodynamic founda- 
tions of anxiety. More specifically, it ex- 
plores a psychological function which is ex- 
tremely sensitive to the effects of anxiety, 
namely the self-concept. A person’s own 
view of himself and his awareness of rela- 
tive self-value (direct self-concept) deter- 
mines not only his apperception of others, 
but also his own view on how he is perceived 
by others (indirect self-concept). In order 
to explore the self-concept experimentally, 
the author devised the Interpretive Projec- 
tion Technique more than 15 years ago and 
has since then continually refined the tech- 
nique as a clinical tool. In this procedure, 
the subject is confronted with a structured, 
but very ambiguous stimulus: photos of pairs 
of human eyes. He is requested to imagine, 
sense, or infer a complete personality descrip- 
tion corresponding to each pair of eyes. It 
appeared from our research that a person- 
ality interpretation based upon the impres- 
sion gained from a pair of eyes does not 
provide any reliable psychological informa- 
tion about the person to whom the eyes be- 
long, but furnishes valuable psychodynamic 
material about the person who does the 


interpretation. In the final form of our pro- 
cedure, we present successively photos of 
6 pairs of eyes which have been selected 
from a great number of studied pairs. These 
6 cues offered the greatest variability of 
possible projective responses. The scope of 
the experimental task, consisting in a per- 
sonality interpretation of a strange human 
being whose eyes are exposed, is so enormous 
and the stimulus so insignificant and unre- 
liable, that intensely projective material has 
to be produced. The tested subject is thrown 
back upon the resources of his own self- 
concept, consisting of ego-ideal, ego-reality, 
and ego-threat and, while he thinks he is 
interpreting others, he unconsciously reveals 
his own direct and indirect self-concept. His 
own anxiety-tension and its dynamic sources 
are projected into others, the cue-subjects, 
more easily and with less secondary appre- 
hension, guilt, or shame than if direct ad- 
mission of anxiety and its implications had 
been sought by an examiner. The time for 
administration is on the average 3 minutes 
per cue, but can be prolonged if through a 
more intensive directed inquiry more ma- 
terial is elicited. The frequency with which 
anxiety is spontaneously projected into the 
cue-personalities, the character of the in- 
volved threats, and the introjected attitudes 
to anxiety and threat represent the factors 
upon which an assessment of anxiety by 
means of the I P T is based. 

3. The Level of Aspiration procedure is 
a method which investigates primarily goal- 
setting behavior. In the simple pencil and 
paper form in which it has been used by 
us it does not only expose goal-setting pat- 
terns, reaction to frustration or successful at- 
tainment, goal-rigidity and confidence-level, 
but will also reveal anxiety as it is related to 
an individual’s level of aspiration and his 
goal-striving attitudes. As the experiment 
is administered in 3 minutes, this important 
aspect of anxiety is within easy reach of 
clinical investigation, the more as it permits 
measuring a person’s reaction to experi- 
mentally induced frustration and success in 
quantitative terms. 

4. The Draw-a-Person technique is used 
for the exploration of anxiety, originated 
by or connected with the body-image. The 
perception of one’s own bodily structure 
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and its actual or imagined disturbances or 
shortcomings projects itself into the execu- 
tion of the task, “draw a person.” Presence 
or lack of artistic-technical training has no 
deciding influence whatsover upon the draw- 
ing performance and its evaluation. We 
might even say that the technically unpre- 
pared or artistically inadequate person may 
present more significant clues for an in- 
terpretation of his drawing performance than 
the artistically prepared or trained individual. 

Before we proceed with a description of 
the results obtained and obtainable by means 
of the described procedures for the investiga- 
tion of anxiety, some information on the 
validation of these methods seems to be in 
order. 

While practical methods for complete val- 
idation of psychodynamic findings are still 
lacking, Katography, Interpretive Projec- 
tion, and Level-of-Aspiration Technique 
have been validated with respect to the source 
trait of anxiety and its modalities and defi- 
nite clusters could be established between 
the separate measurements of these proce- 
dures and the ratings of clinical judges. Al- 
though the Draw-a-Person Method is a 
qualitative procedure very difficult to vali- 
date, indicators of anxiety could be obtained 
which correlated highly with anxiety-indi- 
cators arrived at by means of the 3 first- 
mentioned procedures and with clinical find- 
ings. All measurements have been correlated 
with age, sex, and intelligence level of the 
subjects in experimental and control groups, 
although more detailed statistical operations 
will be necessary to clarify some more gen- 
eral aspects of anxiety measures. The kato- 
graphic findings are at present in the process 
of being investigated by means of measure- 
ments of blood pressure, of muscle tension, 
and heart rate in relatively small clinical 
and control groups, and the already obtained 
promising results will be published sepa- 
rately by Drs. Malmo and Shagass (McGill 
University Medical School). These investi- 
gations have already shown that alterations 
in blood pressure, heart rate, and muscle 
tension, different from the normal, may be 
observed in anxiety states during the kato- 
graphic performance. 

In this presentation, we shall limit our- 
selves to a short report on our findings in the 


following psychiatric syndromes: anxiety- 
neurosis, conversion hysteria, obsessive- 
compulsive neurosis, involutional depression, 
incipient schizophrenia, and brain damage. 
Although the described procedures have been 
applied to nearly évery psychiatric condition 
in which anxiety is assumed to play a role, 
we chose the before-mentioned 6 clinical 
conditions because in them anxiety plays 
admittedly a primary role as etiological fac- 
tor or as symptom or as both. 


RESULTS 


1. Anxiety Neurosis —The murror-draw- 
ing performances of patients with anxiety 
neurosis were characterized by high time 
and distance scores, extensive unilateral 
spread, proximal dextral field-distribution, 
angular changes of direction, tremor, intense 
segmentation. Heavy, initial, often unre- 
solved graphomotor block was so frequent 
that it became nearly a pathognomonic sign 
for anxiety neurosis. The more marked the 
anxiety-tension was, the less a learning-effect 
on retest became noticeable. We conclude 
that in anxiety neurosis a marked antici- 
patory readiness for anxiety-reactions might 
be responsible for the observed visuo-motor 
disturbances. 

Interpretive Projection reveals a self-con- 
cept characterized by an overwhelming and 
all-pervading anxiety, aroused by unknown 
threats or dangers and leading to generalized 
feelings of helplessness and secondary de- 
pression. 

The Level of Aspiration Procedure showed 
in 81.2% of all 215 cases of anxiety neu- 
rosis an unduly high initial level of aspira- 
tion, with the following goal-levels kept 
intentionally low enough to avoid subsequent 
failures. 

The Draw-a-Person Technique presented 
many anxiety-indicators like marked con- 
cealment or shading of body parts with 
sexual significance, fragmented and occasion- 
ally reinforced lines, omissions or conceal- 
ment of hands, absence of leg spread, rigid 
posture, presence of base line, short extremi- 
ties, head drawn last, low pressure, emphasis 
on nonessentials, masculinization of female 
figures or femininization of male figure. 
The body part which received the maximum 
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of attention pointed frequently to the im- 
mediate source of conflict and anxiety. 

2. Conversion Hysteria—The mirror- 
drawing performances of patients with con- 
version hysteria showed in 76% of all cases 
(181) a cluster of graphomotor criteria, con- 
sisting of low-to-medium time scores, re- 
tensive bilateral spread, proximal _field- 
distribution, heavy variable pressure, in- 
creased segmentation, absence of a marked, 
initial block, tendency to intermediate block- 
ing, noticeable training effect on retest. This 
type of performance denotes repression of 
anxiety-awareness with insecure anxiety- 
control (blocking). Interpretive Projection 
revealed a self-concept in which needs for 
narcissistic gratification, for avoidance of 
guilt and physical harm, and for continued 
moral support became evident. The dis- 
crepancy between direct and indirect self- 
concept was very marked. The Level of 
Aspiration procedure was generally indica- 
tive of the fact that individuals with con- 
version hysteria start with high initial goal 
levels and maintain them fairly high in spite 
of low-level achievements (histrionic-naive 
attitude). The Draw-a-Person Test empha- 
sized symbolically in 81% of all conversion 
cases the body parts or functions used for 
purposes of secondary gain. The persons 
drawn by patients with conversion hysteria 
were infantile in concept and form. 

3. Obsessive-Compulsive Neurosis——The 
majority (86.2% ) of patients with obsessive- 
compulsive characteristics (83 cases) pre- 
sented katograms exhibiting the following 
cluster of graphomotor criteria: very pro- 
longed reaction-time (120-180 seconds), low 
speed, retensive bilateral spread, medial field- 
distribution, light pressure, frequent simple 
stops, very intense segmentation, resolved 
initial block, and insignificant training effect 
on retest. Such a performance indicates ex- 
cessive cautiousness, circumstantiality, per- 
fectionism, defense against and rigidity in 
dealing with potential threats. Interpretive 
Projection revealed a self-concept conspicu- 
ous by the many trends expressing uncer- 
tainty and ambivalence with reference to the 
self, furthermore the need for rigid self- 
control, the presence of superego-conflict 
and self-distrust, projected as social distrust- 
fulness. The Level of Aspiration procedure 


showed in 93% of the obsessive-compulsive 
cases an overly low initial level of aspira- 
tion, with subsequent careful adjustment 
of estimation-levels to preceding attain- 
ments. In their Drawing-a-Person, obses- 
sive-compulsive patients tended to give ex- 
aggerated attention to insignificant details, 
especially to shoes, buttons, fingernails, eyes, 
and ears. They made noticeable but rarely 
successful attempts at symmetry. They 
showed an intense need for correct, rein- 
forced outlines as well as disturbances of 
head-body proportions. 

4. Involutional Depression—The_ kato- 
graphic performances of patients with in- 
volutional melancholia showed with statis- 
tically significant frequency (79% of 64 
cases examined) the following cluster of 
graphomotor criteria: severely prolonged 
reaction-time (noncompletion within time 
limits), low speed, extensive unilateral 
spread, proximal dextral field-distribution, 
light variable pressure, marked convexity 
(cascade-like forms) with downward spikes, 
increasing segmentation, blocking mostly in 
part II, tendency to deterioration of per- 
formance on retest. Such a type of visuo- 
motor control indicates marked secondary 
anxiety-tension, insecure anxiety-control, 
mainly endogenous origin of threats, intense 
anxiety-awareness, decreased capacity for 
recovery from anxiety. Interpretive Projec- 
tion points toward progressive disintegration 
of the ego-ideal, increasing awareness of 
ego-threats with resulting discontent with the 
self and an awareness of anxiety, secondary 
to feelings of generalized worthlessness. 
Direct and indirect self-concept do not show 
any marked discrepancy. The Level of As- 
piration procedure obtains routinely evidence 
for habitual anticipation of failure and a 
rapidly progressive increase of anxiety dur- 
ing competitive situations (paralyzing effect 
of the nearing goal). Depressives of the 
involutional period are conspicuous through 
their low initial and total level of aspira- 
tion and the progressive lowering of their 
estimation-levels, independently from an 
achieved success or suffered failure. The 
Draw-a-Person technique shows emphasis 
on the body axis or midline with frequent 
lateral inclination of the body axis, weak legs 
with parallel curvature, preference for small 


195¢ 
figu 
deta 
com 
geni 
or I 
line 
occ 
witl 
asp 
and 
5 
182 
phr 
crit 
ove 
cha 
sin 
tio 
me 
cro 
ten 
abs 
on 
pat 
re 
del 
ple 
re 
ph 
an 
me 
gr 
li 
sc 
a 
sc 
Ww 
th 
vi 
ci 
te 
| h 
| le 
a 


[ June 


1950] RENATUS 


HARTOGS 


933 


pulsive 
aspira- 
stment 
attain- 
obses- 
ve ex- 
letails, 
eyes, 
rarely 
They 
rein- 
ces of 


kato- 
th in- 
statis- 
of 64 
er of 
onged 
time 
lateral 
ution, 
vexity 
pikes, 
tly in 
visuo- 
ndary 
ntrol, 
itense 
for 
rojec- 
ration 
ss of 
th the 
ndary 
ness. 
show 
f As- 
dence 
nda 
dur- 
effect 
f the 
ough 
pira- 

their 
an 

The 
hasis 
juent 
legs 
small 


figure sizes, attention paid to insignificant 
details without the accuracy of the obsessive- 
compulsive, noticeable avoidance of the 
genital zone, preference for seated figures 
or for figure standing on an insecure base- 
line. Such a body-image denotes anxious pre- 
occupation with physical decline, discontent 
with the body-image, especially in its sexual 
aspects, and increased need for dependence 
and emotional support. 

5. Incipient Schizophrenia—In 92% of 
182 cases diagnosed as incipient schizo- 
phrenia, the following cluster of katographic 
criteria could be observed: Reaction-times 
over 150 seconds for each part, unpredictable 
changes of speed, retensive unilateral spread, 
sinistral and medio-proximal field-distribu- 
tion, light variable pressure, noticeable seg- 
mentation, pronounced angularity, many re- 
crossings, insignificant initial block, but in- 
tense intermediate or severe prefinal block, 
absence of training effect or deterioration 
on retest. These criteria reveal an anxiety- 
pattern in which the proneness to anxiety- 
reactions apparently has decreased or is 
delayed by means of the schizophrenic dis- 
placement of anxiety. It can, however, be 
remobilized, at least in incipient schizo- 
phrenia, through protracted emotional stress 
and appears therefore as delayed (inter- 
mediate or prefinal) block. Rigidity of the 
graphomotor adjustment expresses the un- 
limited helplessness with which the early 
schizophrenic attempts to manage his own 
anxiety. Interpretive Projection in early 
schizophrenia points to a self-concept in 
which needs for isolation and autonomy are 
prominent and in which own endogenous 
threats are projected emphatically and often 
violently upon hated and distrusted cue- 
subjects. Hallucinations and delusions, espe- 
cially of a paranoid character, can be very 
easily and effectively studied by this method. 
The Level of Aspiration technique shows the 
tendency of the schizophrenic person to meet 
his own anxiety by lowering the estimation- 
level after a success and to raise it after a 
defeat. The Draw-a-Person performance 
of the early schizophrenic is characterized 
by his tendency to disregard available space 
and to draw figures which are either too big 
or much too small, furthermore by his need 


to separate head and body by means of a 
long neck, to detach or cut off extremities, 
to draw uninhibitedly details of the genital 
zones, to draw multidimensional persons 
(front and profile shown simultaneously) 
and to give animal- or flower-like body 
parts to the human figure. Such perform- 
ances indicate that the schizophrenic syn- 
drome serves partially to rid the patient 
from anxieties and threats connected with 
the body-image. 

6. Brain Damage.—The majority (79%) 
of the 129 cases of brain damage or brain 
tumor which we examined before and after 
operation presented clinical evidence for 
increased secondary anxiety. In a few cases 
this anxiety was so marked that patients 
had been treated, by nonmedical psychother- 
apists, prior to the correct medical diagnosis 
of their lesions, as cases of acute or chronic 
anxiety neuroses or anxiety-hysteria. In the 
katographic performances of patients with 
brain damage, the apprehension aroused in 
the mirror-drawing situation produced a 
cluster of criteria, in which low speed, prox- 
imal field-distribution, tremor, fibrillation, 
and intense fragmentation were outstanding. 
Dense initial unresolved blocks, character- 
istic of the performance in anxiety neurosis, 
have never been observed in organics. These 
findings are in accordance with the clinical 
fact that the anxiety in the patient with brain 
damage or brain tumor is secondary in char- 
acter. Interpretive Projection reveals fre- 
quently an adequate direct self-concept, 
while the indirect self-concept shows the 
effects of the patient’s progressive anxiety- 
tension. In the Level of Aspiration proce- 
dure, patients with organic impairment main- 
tain at first high estimation levels in spite 
of very low attainment levels, then because 
of anxiety aroused by defeat either lower 
their estimation levels very markedly or cling 
stubbornly to their initial estimation-level. 
In his Drawing-a-Person the patient with 
brain damage or brain tumor indicates often, 
but not always, through a particular asym- 
metry or unusual features of the head or 
hair or hat the real nature and origin of his 
apprehension, which appears mainly in inse- 
cure outlines, disturbed body proportions 
or body-part proportions, shortness of the 
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extremities, and unsuccessful attempts at 
shading. After a successful surgical inter- 
vention, retesting will frequently find a 
general decrease in anxiety-tension. 


SUMMARY AND CONCLUSION 


1. Four clinical methods for rapid psychi- 
atric evaluation and measurement of anxiety 
have been presented. 

2. These methods investigate the effects 
of anxiety upon visuo-motor control, self- 
concept, level of aspiration, and body-image. 

3. Typical results and differential trends 
obtained through these short procedures in 
psychiatric syndromes, characterized etio- 


logically or symptomatically by anxiety, have 
been presented. 

We conclude that in view of the primary 
importance of anxiety as psychopathogenic 
factor psychiatrists and medical students 
should acquaint themselves with objective, 
experimental methods, which can be used 
in the course of a clinical interview for 
the differential measurement and analysis 
of anxiety. 
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CLINICAL NOTES 


THE PSYCHOSENSORY DISORDERS OF SCHIZOPHRENIA?! 


S. V. KRAIZ, M.D. 
U.S. 


Although this paper was published in 1936 
its mention seems to be timely, for the phe- 
nomena described and the concepts presented 
are not usually encountered in English psy- 
chiatric literature. The author gives 5 case 
histories of schizophrenics with perceptual 
abnormalities which he calls psychosensory 
disorders. He lists these phenomena as 
follows: 

1. Perception of stationary objects as in 
motion. Thus patient sees walls shaking, 
stationary objects moving, etc. 

2. A change in the perception of the size 
of objects. Thus objects may appear larger 
or smaller than their real size. 

3. Receding of objects. Objects may look 
as if they recede from the observer. 

4. A change in the perception of spatial 
relationship. Objects may look as if they 
were placed nearer or further from the ob- 
server than in reality. 

5. A change in the perception of the con- 
sistency of surrounding objects. Thus ob- 
jects may impress the patient as being harder 
or softer than in reality. 

6. Constriction and splitting up of field of 
vision. 

7. A change in the perception of the color 
of objects. 

8. A change in patient’s perception of his 
own body. The patient may feel that his 


head is larger or smaller, that his limbs are 


1 This abstract of a paper that appeared in the 
Russian journal Neuropatologia, Psychiatria i 
Psychogigiena, 5:615, 1036, was submitted by 
Dr. Eugene Revitch of the VA Hospital, Lyons, 
N. J. 


elongated, his body lighter or heavier, etc. 

The psychosensory disorders usually occur 
in patients who in their prepsychotic state 
are active, lively, and of cycloid constitution. 
In the history of these patients one fre- 
quently finds serious infections in childhood : 
malaria, typhoid fever, and endocrinological 
disturbances such as obesity, hypogonadism, 
and irregular menstruations. The course of 
the illness is very long, developing over sev- 
eral decades, and the patients frequently 
show manifestations of organic nature such 
as memory defects. None of the authors’ 
cases presented a picture of well-system- 
atized delusional system. The delusions were 
fleeting and temporary. The perceptual phe- 
nomena occurred in paroxysms. In case 
number 4 the attacks started with a feeling 
of depression, dizziness, general weakness, 
and ended with falling down without loss of 
consciousness. Because of the paroxysmal 
nature of psychosensory manifestations the 
author compares them with epileptic attacks. 
The organic manifestations bring them close 
to toxic phenomena such as mescaline intoxi- 
cation. Thus the author feels that although 
his cases were definitely schizophrenics they 
were related to epileptic states of Kleist and 
that toxicosis was the main pathological fac- 
tor in production of the symptoms. 

In view of the recent controversy over 
Lysenko’s theories on heredity it is inter- 
esting to note that a very thorough study of 
the hereditary background of the reported 
cases was done by the author and that the 
explanation of the dynamics was presented 
on a purely organic basis. 
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CORRESPONDENCE 


VISITS TO BRITAIN THIS SUMMER 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sir: We anticipate that a good many of 
our psychiatric colleagues will be visiting 
Europe this summer, not merely because of 
devaluation, but primarily because there are 
three conferences of interest being held in 
Paris: the Annual Meeting of the World 
Federation for Mental Health, from August 
31 to September 7; the International Con- 
gress of Criminology, from September 9 to 
18, and the International Congress of Psy- 
chiatry, from September 18 to 27. 

We hope that some at least of those from 
the Americas who are planning to attend 
these meetings will be visiting us in Great 
Britain, and since we should like to be hos- 
pitable and also of service in arranging con- 
tacts and visits of interest, we suggest that 
those who are hoping to be in this country 
should notify Dr. Alfred Torrie (National 
Association for Mental Health, 39 Queen 
Anne Street, London, W. 1.) of their in- 
tentions and of their dates. 

The holiday months of the year are always 
slightly difficult from the point of view of 
contacts, but we will try to arrange what- 
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ever is possible for those who let us know 
that they are coming to this country. On 
this side of the water we appreciate these 
visits from colleagues in the Americas very 
greatly, and that is why we should like to 
be informed beforehand of any expected 
visitors. 
ALFRED TORRIE 
(National Association for 
Mental Health), 
H. V. Dicks 
(Medical Section, British 
Psychological Society), 
K. K. Drury 
(Royal Medico-Psychological 
Association ), 
W. J. T. KiMBErR 
(Section of Psychiatry, 
Royal Society of Medicine), 
WaLTER MAcLAy 
(Ministry of Health), 
H. A. SANDIFORD 
(International Medical 
Visitors’ Bureau, B.M.A.), 
J. R. REEs 
(World Federation for 
Mental Health). 
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COMMENT 


NOTES ON AMERICAN PSYCHIATRY BY A SOCIAL SCIENTIST 


It was gracious of the Editor to ask me 
to write a brief item for the JOURNAL ex- 
pressing my views on present-day psychiatry 
in the United States; but it was probably 
rash for me to accept. The only justification 
that I can offer is that I plan to limit my 
comments to those aspects of the problem 
that fall within the range of concern, if not 
within the range of competence, of a student 
of the social sciences. 

Psychiatrists have good reason to seek 
public support to raise the levels of institu- 
tional care and to expand the number of 
mental hygiene clinics. In advocating early 
and comprehensive treatment for patients 
with psychoses, and in insisting on the main- 
tenance of a satisfactory environment for 
patients who are chronically ill, psychiatrists 
are on firm ground. They need not make 
exaggerated claims about the efficacy of 
modern therapy; a high quality of care can 
still be justified even if many patients fail 
to respond to treatment. 

Likewise, when psychiatrists advocate the 
expansion of facilities for patients with neu- 
rotic difficulties, they need not claim that 
psychotherapy will aid every patient. As 
long as there are many who can be helped 
to function more effectively, one need not 
become overconcerned with the inability 
of many patients, particularly those who 
live under oppressive conditions, to profit 
from treatment. Too many psychiatrists 
tend to generalize about psychotherapy in 
terms of their private practice where patients 
are usually drawn from a selected upper- 
middle-class group with the advantages of 
education, professional skill, and family 
resources. 

It is surely a sign of progress that psy- 
chiatrists are becoming increasingly con- 
cerned with the preventive aspects of their 
discipline. But it is questionable whether 
they fully appreciate how little they know 
concerning the factors that contribute to or 
militate against the development of neuroses 
and psychoses. In the face of this limita- 


tion, psychiatry can make two contribu- 
tions. It can stress the importance of mental 
hygiene principles and practices, particularly 
for those who have a day-to-day relation 
to children—parents, teachers, nurses. And 
it can emphasize that early treatment may 
prevent certain disturbed youngsters from 
developing serious emotional problems at 
a later date. 

Psychiatrists are becoming increasingly 
concerned with their social responsibilities, 
for they cannot overlook the fact that the 
world in which they live and practice gives 
clear evidence of destructive tendencies. 
Every profession has not only the right 
but the responsibility to contribute to the 
formulation of social policy. But it is a 
sign of maturity to proceed cautiously in the 
formulation of a social diagnosis or in the 
advocacy of a particular social therapy. Many 
psychiatrists have failed to demonstrate 
that they appreciate the complexity of con- 
temporary social problems, a failure that 
raises serious doubts, even among friendly 
critics, of the ability of psychiatry to con- 
tribute to the solution of these problems. 

During the past years a more effective 
base has been developed for cooperative 
relations between psychiatry and the allied 
disciplines. But there is need for further 
clarification and experimentation. What is 
the proper role of the family physician? 
How can he best contribute to the mainte- 
nance of mental health? What is the most 
effective way for the clinical psychologist, 
the psychiatric social worker, and the psy- 
chiatrist to share the admittedly large work 
load? These are difficult issues to clarify, 
but the public has need to be reassured that 
the senior group—psychiatrists—will work 
toward a solution in terms of their broad 
professional responsibilities and not in terms 
of narrow self-interest. 

A further sign of progress is the fact that 
the learned journals report an increasing 
number of research projects on which psy- 
chiatrists have collaborated with social sci- 
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entists. However, such collaboration is still 
at an early stage. The major barrier to ef- 
fective collaboration is the present state 
of psychiatric theory. Although it offers 
the social sciences what is perhaps the only 
dynamic theory of personality, it is a partial 
and imperfect theory. Its major develop- 
ment has been in the understanding of in- 
stincts, with little exploration of the role 
that reality factors and values play in the 
development of the mature personality. 

The major problems confronting con- 
temporary psychiatry point to a marked dis- 
crepancy between the quality and quantity 
of psychiatric resources and the existing and 
latent demands on these resources. It is ques- 
tionable whether this gap can possibly be 
closed in the foreseeable future through in- 
creasing the quantity of available resources. 
Unless one is willing to be reconciled to a 
more or less permanent deficiency, a major 
effort must be made through research and 
experimentation to advance on the qualitative 
front. 


ENT [June 


The challenges to contemporary psychiatry 
are tremendous: the need for more and 
better institutional facilities for patients 
with psychoses ; an expanded and improved 
system of clinics for patients with neurotic 
difficulties; greater understanding of the 
principles of mental hygiene by all leader- 
ship groups, particularly those who have a 
close relation to children; a constructive use 
of psychiatric principles in the formation of 
social policy; the stimulation of the social 
sciences by an improved theory of person- 
ality. These are but a few of the major 
challenges. They cannot be met solely, or 
even primarily, by increasing the number of 
psychiatrists. The real hope is to advance the 
frontiers of psychiatry. And the progress 
of psychiatry in the future, as in the past, 
will depend on gifted scientists devoting 
themselves wholeheartedly to a study of hu- 
man behavior and its infinite vagaries. 

GinzBerc, Pu. D., 
Columbia University. 
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NEWS AND NOTES 


DeutscHE MEeEDIZINISCHE WOCHEN- 
SCHRIFT, 75TH ANNIVERSARY.— Lhe January 
6, 1950, issue of this highly esteemed organ 
of German medicine commemorates the 75th 
year of publication. When Paul Borner 
founded the Deutsche Medizinische W ochen- 
schrift in 1875 the then unknown physician 
Robert Koch at his home in Wollheim was 
peering through a new type of microscope 
that his young wife had presented to him 
as a birthday present. Neither Borner nor 
Koch was aware that in the coming years 
they would be working in closest collabora- 
tion and neither realized that this year 1875 
could be regarded as the birth hour of a 
new and splendid epoch in German medicine, 
marking the beginning of microbiology, the 
discovery of the agents of infection, and the 
specificity of infectious diseases. 

This significant year falls also within the 
period of the greatest discoveries in the field 
of applied science. Never before had Ger- 
man scientific research exerted such power- 
ful and worldwide influence. 

Speaking editorially the Deutsche Medizin- 
ische Wochenschrift traces briefly through 
the years the triumphs of German medicine, 
which all the world has acclaimed. In 1946 
after so unhappy an interruption it resumed 
the task of keeping the record of medical 
progress in Germany and throughout the 
world. During its long career there has 
scarcely been a great name in German medi- 
cine that has not appeared as an author in 
this time-honored journal, and _ scientists 
from many other countries have appreciated 
the distinction of having their contributions 
appear in the Deutsche Medizinische Woch- 
enschrift. The editors reassert their purpose 
and obligation to maintain through their 
authors and readers “the bonds between Ger- 
many and all the countries of the world and 
to make these bonds ever closer, to which 
end there is no better means than constant 
striving, free from all prejudices and pas- 
sions, for truth and knowledge.” 


Dr. MacCurpy Resicns.—In accepting 
appointment by Governor Dewey as medical 


consultant to the New York State Citizens’ 
Committee of One Hundred for Children 
and Youth, Dr. Frederick MacCurdy re- 
signed on April I, 1950, as Commissioner 
of Mental Hygiene for New York State. 

The Committee of One Hundred, re- 
cently designated by the Governor, will work 
with the National White House Conference 
Committee in developing research and fact 
finding which New York State will submit 
as its contribution to the Mid-Century White 
House Conference on Children and Youth. 
The Conference, held every 10 years since 
1909, is designed to focus attention on exist- 
ing services for children, developments dur- 
ing the period since the last Conference in 
1940, and to point up areas of unmet need 
in the fields of health, welfare, education, 
mental health, and related areas. 

Dr. MacCurdy’s services will still be avail- 
able to the Department of Mental Hygiene 
on a consultant basis. Dr. Newton J. T. 
Bigelow, senior director of Marcy State 
Hospital and a former deputy commis- 
sioner and acting assistant commissioner, 
has been appointed Acting Commissioner to 
succeed Dr. MacCurdy. Dr. Bigelow has 
been in the state service since 1929. 


RETIREMENT OF Dr. CREASE OF BRITISH 
CotuMBiA.—Dr. Arthur L. Crease, for 25 
years the administrator of the mental hos- 
pitals of British Columbia, retired as Direc- 
tor of Mental Hygiene and Psychiatry, 
March 31, 1950. A graduate of McGill, Dr. 
Crease joined the B. C. mental hospital ser- 
vice after 4 years of postgraduate training 
in the hospitals of Rhode Island. During 
his administration the psychiatric facilities 
of the province were greatly expanded by the 
addition of many new services, and the 
standards of care and treatment of patients 
in the mental hospital were substantially 
raised. His professional career was climaxed 
in November 1949, when the Crease Clinic of 
Psychological Medicine was officially opened. 

On the afternoon of March 10, 1950, the 
staff and friends of the hospital gathered at 
the Crease Clinic to congratulate Dr. Crease 
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on a job well done and to present to him a 
grandfather clock with a suitably engraved 
plaque, the gift being subscribed to by over 
1,000 members of the staff. 

Succeeding Dr. Crease as Director of 
Mental Health Services in B. C. will be Dr. 
Arthur M. Gee, who for over 25 years has 
been closely associated with Dr. Crease in 
various administrative capacities in the B. C. 
provincial hospital services. 


NEUROPSYCHIATRIC SOCIETY OF VIRGINIA. 
—At the spring meeting of this Society in 
Williamsburg on March 31, 1950, the fol- 
lowing new officers were elected: President, 
Dr. James K. Morrow; Vice-President, Dr. 
R. Coleman Longan, Jr.; Secretary-Trea- 
surer, Dr. James B. Funkhouser. The So- 
ciety now has 90 members. 


MENTAL HEALTH Statistics.—From the 
National Institute of Mental Health statisti- 
cians Warren W. Morse and Charles C. 
Limburg have prepared a 12-page folder 
giving in considerable detail information 
about psychiatric outpatient clinics of various 
types throughout the country as for the year 
1947. A map of the United States is included 
showing location of all clinics. From this 
map it appears that 5 states were without 
psychiatric outpatient clinics of any kind: 
Idaho, Nevada, Utah, Wyoming, and South 
Dakota. This report dated March 1950 can 
be obtained from the U.S.P.H.S. 


Kincs County HospiraL VACANCIES.-— 
This Brooklyn hospital wishes to fill the 
positions of psychiatric resident, junior psy- 
chiatrist, and senior psychiatrist. The Psy- 
chiatric Division is housed in a modern 
7-story, 400-bed structure with extensive in- 
patient and outpatient facilities. The hospital 
conducts an approved 3-year residency pro- 
gram in psychiatry under the supervision of 
the department of psychiatry of the New 
York State University College of Medicine 
(previously the Long Island College of 
Medicine). 

Minimum requirement for a staff posi- 
tion other than a residency is the completion 
of three years’ approved residency training 
in psychiatry or the equivalent. Inquiries 


should be addressed to Dr. Howard W. 
Potter, Psychiatric Division, Kings County 
Hospital, 606 Winthrop St., Brooklyn, N. Y. 


RETIREMENT OF Dr. CARRIEL AND Dr. 
Ricketts.—After many years of service at 
Elgin, Ill., State Hospital, Dr. Henry But- 
tolph Carriel and Dr. Joy Ricketts Carriel 
have recently retired. Dr. Carriel is now 87 
years of age, and his life has been spent in 
the psychiatric environment. His father, Dr. 
Henry Frost Carriel, was on the staff of the 
Trenton State Hospital, and his grandfather, 
Dr. Horace A. Buttolph, who was President 
of the A.P.A. 1886-1887, was for 42 years 
superintendent of that hospital. As a boy 
Dr. Carriel saw much of Dorothea Dix, who 
made her home at the Trenton State Hospi- 
tal at his grandfather’s invitation. 

Dr. Carriel’s first post in Illinois was at 
the Jacksonville State Hospital, where he 
joined the staff in 1892. For the succeeding 
58 years he devoted himself to Illinois insti- 
tutions, for 36 of them along with his wife, 
Dr. Ricketts. The Elgin Hospital is sorry 
to part with the Carriels and the link they 
have provided with the past history of 
American psychiatry. 


NATIONAL COMMITTEE FOR EDUCATION 
on ALCOHOLISM.—This Committee, which 
for 5 years has been one of the divisions of 
the Yale Plan on Alcoholism, has now been 
made an independent health agency, with 
headquarters at 2 E. 103d St., New York 
City, in the Academy of Medicine building. 
This step has been taken in the belief that 
the Committee can now carry on its work in- 
dependently of Yale University and on a 
national scale, utilizing the resources of 
various state and local organizations. Dr. 
Harry M. Tiebout is Acting Chairman of 
the Board. : 


New York Apopts New SeEx-CriME 
Act.—Drastic changes have been made re- 
cently in New York State’s legal procedures 
to deal with sex criminals. The new law 


permits indeterminate sentences and makes 
release from prison contingent upon recom- 
mendations by psychiatrists and psycholo- 
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gists. It also directs the Department of 
Mental Hygiene to set up diagnostic clinics 
in prisons and to conduct research into the 
causes of criminal behavior and methods 
of therapy. Judges will be obliged to obtain 


a complete psychiatric report on the offender 
before sentence is imposed. 

This Administration-sponsored law is the 
result of two year’s study of the problem of 
sex offenders by a special committee. 


PROGRAM OF THE INTERNATIONAL CONGRESS OF PSYCHIATRY 
Paris, FRANCE, SEPT. 18 TO 27, 1950 


I. ScieENTIFIC PROGRAM 
(a) Afternoon Sessions: 


Section 1: “Psychopathology of delusions”— 
Chairman—Ferdinand Morel (Geneva); Speakers 
—P. Guiraud (Paris), W. Mayer-Gross (Dum- 
fries, Scotland), E. Morselli (Novara, Italy), 
H. C. Rumke (Utrecht, Holland). 

Section 2: “The application of mental tests to 
clinical psychiatry’—Chairman—Honorio Delgado 
(Lima) ; Speakers—-M. Bleuler (Zurich), Alfredo 
Guera (Madrid), R. Nyssen (Brussels), P. Pichot 
(Paris), David Rapaport (Stockbridge). 

Section 3: “Cerebral anatomy and physiology in 
the light of lobotomies and topectomies”—Chair- 
man—Frederick L. Golla (London); Speakers— 
H. J. de Barahona Fernandes (Lisbon), Walter 
Freeman (Washington), Alfred Meyer (London). 

Section 4: “Indications of shock-therapy meth- 
ods”—Chairman—Josef Handelsman (Varsovia) ; 
Speakers—U. Cerletti (Roma), Rysrard Dreszer 
(Poznam), M. Fiamberti (Vareze, Italy), Juan 
Lopez Ibor (Madrid), L. Meduna (Chicago), 
Manfred Sakel (New York). 


Section 5: “The evolution and present trends 
of psychoanalysis’—Chairman—Franz Alexander 
(Chicago); Speakers—Franz Alexander (Chi- 


cago), Anna Freud (London), Maurice Levine 
(Cincinnati), Raymond de Saussure (New York). 

Section 6: “Genetics and eugenics”—Chairman— 
Torsten Sjogern (Stockholm); Speakers—Franz 
Kallmann (New York,) Lionel Penrose (London), 
J. A. Fraser-Roberts (London), Eliot Slater (Lon- 
don), Erik Stromgren (Risskov). 

Section 7: “Child psychiatry,” no report will be 
made. The title of the matter is “Behavior prob- 
lems in childhood and their prognoses.” 


(b) Morning Sessions (to consider further the af- 
ternoon subjects) 


A—A special meeting is reserved for a further 
discussion on the subjects of the plenary sessions. 

B—Debates (important meetings of discussion 
with speakers and reports) will be devoted to the 
following matters: 

Section I: “Psychopathology of depersonaliza- 
tion” and “Notions of evolution and disintegration 
of the psychical functions in psychopathology” 

Section II: “Clinical subdivision of the schizo- 
phrenia group” and “Clinical study of the atrophic 
dementias” 

Section III: “Electro-encephalography in psy- 
chiatry” and “Experimental catatonia.” 


Section 1V: “Therapeutic aspects of the lobot- 
omies” and “Endocrine therapies” 

Section V: “Group psychotherapy” and “Psycho- 
genesis of the somatic manifestations” 

Section VI: “War events and mental disorders” 
and “The problem of progression of mental dis- 
orders in modern societies” 


(c) Symposia—Small meetings of an intimate na- 
ture between physicians interested in such 
topics as the following: 


Section I: (1) Psychopathology of auditory and 
visual hallucinations, (2) existential analysis, (3) 
experimental neuroses by conditioning, and (4) 
constitutional typology. 

Section II: (1) Narcoanalysis, (2) prognosis of 
the puerperal psychoses, (3) psychopathic person- 
alities, (4) the final stages of manic-depressive 
psychoses, and (5) statistical classification of men- 
tal diseases of the World Health Organization. 

Section III: (1) The maturation of the nervous 
system, (2) the biochemical factors affecting the 
ability to form conditioned reflexes, (3) the dys- 
metabolic oligophrenias, (4) the cephalo-rachidian 
liquid in psychiatry, (5) the isotopes in psychiatry, 
(6) cybernetics: cerebral and psychical functions, 
(7) pneumoencephalography, and (8) cerebral 
chemistry. 

Section IV: (1) Electronarcosis, (2) therapy of 
alcoholism, (3) sleep treatment, and (4) vitamins 
in therapeutic psychiatry. 

Section V: (1) Psychosomatic medicine of the 
stomach: gastritis and ulcers, (2) psychotherapy 
of schizophrenia, (3) psychoanalysis and day- 
dreaming, (4) possibilities of psychotherapy and 
psychoanalysis in hospital spheres, and (5) hypno- 
therapy. 

Section VI: (1) Architecture of psychiatric in- 
stitutions, (2) disablement and incapacity for work- 
ing conditioned by mental disorders, (3) special 
services for delinquents, (4) comparative legisla- 
tions and relief organizations in the various coun- 
tries, and (5) what is meant by social psychiatry ? 

The plenary sessions will be held at the Sor- 
bonne, and during these sessions “simultaneous in- 
terpretation” will be available. For the morning 
debates, a system of “consecutive interpretation” in 
English and French only will be set up. 


II. Exursirions 


An exhibition of psychopathological art will take 
place at the Psychiatric Center of Sainte Anne. 
An exhibition on the history and progress of 
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psychiatry (President M. le Professeur Laignel- 
Lavastine) will be held at the Palais de la De- 
couverte. 

In the Hall of the Sorbonne, there will be an 
exhibition of psychiatric books and magazines. 


III. Receptions, Trrps, ENTERTAINMENTS 


An important program of receptions and enter- 
tainments is being set up: concerts, theatrical per- 
formances, evening receptions at the Palais de 
Chaillot, Louvre, etc. In addition, there will be 
visits to psychiatric centers, and trips in the coun- 
try surrounding Paris. 


At the International Meeting, October 24, 1947, 


| June 


Committee of the International 
Congress of Psychiatry was designated: Honorary 
Chairmen, Professor P. Janet (In Memoriam), 
and Professor Jean Lhermitte; Chairman, Profes- 
sor J. Delay; General Secretary, Dr. Henri Ey; 
and Treasurer, Dr. P. Sivadon 

Congres International 
rue Cabanis, Paris XIV. 
Registered members will pay 6,000 francs and 


the Organizing 


[The Congress’ address is: 


de Psychiatrie, 1, 


associate members (family) 3,000 francs 


Note: All the reports for the main plenary ses- 
sions are already printed in six volumes which will 
be sent to the registered members and to the psy 
chiatric societies of each country, to be discussed 
before the final sessions, in Paris. 
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BOOK REVIEWS 


PraAcTICcAL Lessons IN Psycuiatry. By Joseph L. 
Fetterman, M. D. (Springfield, Ill.: Charles C. 
Thomas, 1940.) 


This book written “for general practitioners, 
psychologists, social workers, nurses and personnel 
advisers who share the responsibility of guiding 
those who are mentally ill,” is an exceedingly 
interesting volume in that it represents a trend in 
psychiatry away from the esoteric to the practical. 
The material evolved from a series of lectures 
delivered to student officers of the School of Mili- 
tary Psychiatry, and throughout it emphasizes a 
direct approach uncomplicated by archaic nomen- 
clature. 

The author begins with a chapter on the patient 
and his personality and in a simplified fashion sums 
up the importance of body constitution, quantity of 
energy or stamina, intelligence, and the effect of 
early environmental experiences. There is a very 
interesting section on mental attitude toward illness 
and injury as well. He next attacks the problem 
of the psychoneuroses discussing inheritance, child- 
hood experiences, and training, emphasizing that 
“The Freudian concept, correct as it may be, does 
not sufficiently take into account inherited factors 
nor the impact of reality and actual life situations 
of the moment.” Several case histories are pre- 
sented, after which he lists at some length the 
symptoms of the psychoneuroses with case ex- 
amples. In this chapter is also an interesting section 
on fear and psychosomatic disorder. 

Treatment of the psychoneuroses follows and the 
author emphasizes primarily the value of the briefer 
techniques, following to some degree Herzberg’s 
system. He also throws in some medicinal measures 
and here his pharmacological dosages, while stand- 
ard, may frequently be found to be inadequate in 
severe cases. The author also includes a discussion 
of suggestion, group therapy, and psychoanalysis. 


Most of the material in this section is taken from’ 


the author’s experience or other writers’ and pre- 
sents nothing really new. 

The author next undertakes in a pair of lengthy 
chapters to handle the psychoses, devoting a large 
and well-written section to the problem of depres- 
sion. He lists for the benefit of the compulsive 
diagnostician a differentiation between psychoneu- 
rosis and endogenous depression but adds sagely 
that “The borderline case is a difficult challenge.” 
Apparently he still feels the need to stay within 
nomenclature divisions although obviously in his 
practice as shown by occasional remarks he has 
successfully escaped these ties from the past. The 
chapter on schizophrenia is one of the most super- 
ficial, simply repeating material available most 
everywhere else. He does add, however, a section 
on insulin coma therapy and in the subsequent 
chapter presents a full-fledged summary of electric 
convulsive therapy, which he has renamed electro- 
coma therapy for semantic purposes. 


These two sections are so detailed as to make the 
reader feel that they represent potential training 
manuals. Instructions for patients and families are 
presented together with complete survey of all 
accessory medications. This is all very fine in 
texts written for psychiatrists. One can only wonder 
at this presentation in a book written for everybody 
else who deals with mental disease. Certainly the 
general practitioner and the nurse and the psy- 
chologist should have a general working knowledge 
of these shock methods, but such detailed discussion 
in a book specifically written for them is very apt 
to make them feel that these techniques can well 
be adapted by them for use with their patients. 
This assumption will probably not be made by the 
lay workers, of course, but there seems no doubt 
that the average general practitioner reading the 
book will assume that it indicates his potential 
ability to handle shock therapy. It is pretty uni- 
versally agreed by psychiatrists that only experts 
carefully trained should employ such techniques and 
it is this reviewer’s opinion that, while these 
chapters are excellent in themselves, they are 
definitely out of place in the present volume. 

Psychopathic personalities are next taken up 
with several typical histories and the classifications 
used are mainly military and for the most part of 
working value. One would question the therapeutic 
value of discipline, which the author states “will 
temporarily deter some psychopaths from repeating 
the misconduct or the crime,” in the face of the 
widely accepted theory that the psychopath ordi- 
narily is unable to profit from punishment. As 
usual, the term is utilized here to cover a wide 
variety of cases and the chapter is too short for 
adequate discussion of all of them. The author 
also includes in this chapter malingering and 
alcoholism. 

Toxic organic psychoses and a chapter on neuro- 
syphilis and epilepsy follow and the book is con- 
cluded by a discussion of the sequelae of head 
trauma. In discussing these organic reaction types 
the author has not deviated from the standard 
thinking in the field and the summaries are reason- 
ably complete. There is also a fair index. 

In general, the volume adheres to the statement 
of the jacket blurb that “It will not confuse the 
reader by any sudden breaking from tradition.” 
This is a useful aim in a book written for general 
practitioners and the book can be definitely said 
to achieve this purpose. Since the author has not 
attempted to write a volume for psychiatrists he 
can hardly be criticized for the numerous omissions 
of detail in the various chapters. He has selected 
his material with a specific end in view and has 
reasonably well reached his goal. 

Dovctas M. Kettey, M.D., 
University of California, 
Berkeley. 
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VERSTEHENDE Psycnotocie. By Hans Gruhle. 
(Stuttgart: Georg Thieme Verlag, 1948.) 


Professor Hans Gruhle is one of the leading 
psychiatrists in Germany and teaches at the Uni- 
versity of Heidelberg. He is the author of a num- 
ber of scientific publications, and he has made a 
series of important contributions to the study of 
schizophrenia, suicide, juvenile delinquency, crim- 
inology, and other related subjects. The subtitle 
of his new book provides the key to the approach 
of its subject. He calls it Erlebnis Lehre, the 
science of experience. The word Erlebnis is one 
of those German words that has no counterpart in 
the English language except by qualification. The 
qualifying word needed here is “feeling.” The 
English translation, therefore, becomes cumbersome 
and should read: the science of the experience of 
feeling. 

For the author, psychology is the science of 
psychic happenings within the individual in all his 
relationships to other people and the world around 
him. He restricts the conception of “understand- 
ing” solely to empathy. He explicitly excludes 
evaluation and interpretation, as well as causality. 
He claims that these latter conceptions belong to 
another branch of psychology. Gruhle defines 
character as follows: (p. 149) “Character is the 
summary of the permanent qualities of the emo- 
tions and the will. It is an ‘Anlage’ forming an 
‘entelechy.’”” He continues to explain that some- 
times the genes of one parent are so strong and 
rigid that they assert themselves alone; sometimes 
the parental substances form a sort of mosaic, 
which may give the impression of being something 
entirely new, while a third possibility is the melt- 
ing and inner adaptation of both parental sub- 
stances into a completely new formation. The latter 
is not considered an “Anlage.” 

The book is very well planned and its subject 
carefully executed. It covers a large ground and 
the author’s theories are applied to the social sci- 
ences, philosophy, history, to the arts, as well as 
to jurisprudence, the study of languages, natural 
history, medicine, and education. This wide applica- 
tion makes a critical analysis of all aspects next 
to impossible, but where they deal with the per- 
sonality proper this reviewer found herself on 
firmer ground. 

Granted the fact that psychiatrists in Germany 
have, with few exceptions, rejected the existence 
of dynamic forces in the structure of the person- 
ality, it is, nevertheless, strange to see where such 
strict adherence to the purely descriptive concep- 
tion of psychology may lead. In spite of the 
criticism, the importance of this book cannot be 
stressed enough. Only too often have some stu- 
dents of human nature laid too much emphasis on 
interpretation at the expense of the fundamentals 
of psychology as described in this book. If, how- 
ever, in our day and age, an attempt is made to 
explain human conduct with the exclusion of moti- 
vations and dynamic mechanisms, the approach must 
be regarded just as incomplete. Although the 


author admitted in the introduction that there 
exist other branches of psychology and claimed 
that he merely omitted them from his analyses, 
one cannot help having the feeling that he, too, 
actually rejects them. 

How much Gruhle disclaims even the slightest 
hint at dynamic mechanisms that may determine 
some actions of an individual can be seen from 
the following example: On page 236 we read, 
“Tt is not correct to assume that the motivation 
of a politician who persecuted Jews was due to 
his own unhappy experiences with Jewish people 
in the past. One must assume that his ability to 
hate, his actual hostility was at the bottom of his 
actions but not the experiences, however important 
they may have been.” 

One can agree with the author that “these ex- 
periences” were not actually the cause of this 
politician’s actions; yet one can only reject the 
“explanation” he gives. Interpretation would be 
heresy in the opinion of the author! One wonders 
whether empathic psychology is satisfied with the 
author’s version and whether no further questions 
arise in the mind of a scientist oriented along these 
principles, as for instance, why there was so much 
“ability to hate’ accumulated in this politician and 
why this particular group of people was selected 
as victims. Furthermore, it leaves the question 
open as to whether or not something in the poli- 
tician was gratified by expressing his “ability to 
hate.” In defense of the author, we must remember 
that most of the manuscript must have been com- 
piled before the end of the war. 

Conceding the right of investigating only portions 
of the making of the personality, the author, how- 
ever, repeatedly implies that his portion is all that 
there is to the personality. Consequently, he rejects 
the existence of all these manifestations coming 
from the unconscious against the intention of the 
individual. 

A great many of the chapters provide interesting 
and very instructive reading. Others, through the 
onesidedness of the approach, arouse resistance in 
the psychiatrist who operates daily with unconscious 
dynamic factors in his patients and who has been 
accustomed to pay attention to both empathy and 
interpretation. 

This book ought to be very helpful to any stu- 
dent of medicine and the humanities prior to 
studying dynamic psychology. 

Knopr, M.D., 
New York City. 


READINGS IN THE History or PsycHoLocy. Com- 
piled and edited by Wayne Dennis. (New 
York: Appleton-Century-Crofts, Inc., 1948.) 


Dennis has compiled 61 selections from the origi- 
nal writings of 49 men who have made major 
contributions to the development of psychology. 
Many of these selections are complete reproductions 
of original articles; the remainder are excerpts 
from books and monographs. They are arranged 
in chronological order. 
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The distribution of selections according to origi- 
nal date of publication is as follows: 


Selec 

tions 


The earliest period is represented by Aristotle only ; 
the 17th century by Galileo, Descartes, Hobbes, 
Newton, and Locke; the 18th by Berkeley, Hartley, 
Mesmer, Thomas Young, and Dalton. From 1800 
to date, the names are those of physiologists and 
philosophers who contributed to the founding of 
scientific psychology and of the psychologists who 
have carried on since the time of Helmholtz, 
Fechner, Wundt, and Galton, 

The coverage of the book can be further sum- 
marized by classifying the papers according to 
their content: 

Selec- 
tions 
Explication of systematic position, gen- 
eral theory—philosophical argument. 13 


Sensation and perception............. 14 
Individual differences (including mental 
Learning and retention............... 7 
Brain function, physiology and anatomy 
Development of behavior............. 3 


Miscellaneous (reaction time, emotion, 
memory, etc.) 


Absent from the above list are writings in the 
fields of abnormal psychology, psychology of per- 
sonality, and social psychology. Dennis does not 
explain these omissions in his introductory com- 
ments. The necessity of keeping the present vol- 
ume to a moderate size justifies, perhaps, the 
limitations in coverage. 

The editor and publishers of Readings in the 
History of Psychology have performed a valuable 
service in making available to students of psy- 
chology this excellent selection of classical papers. 

W. D. NErr, 
Department of Psychology, 
The University of Chicago. 


NEUROLOGICAL ANATOMY IN RELATION TO CLINICAL 
Mepic1ineE. By A. Brodal. A revision and 
translation of Dr. Brodal’s “Nevro-Anatomi,” 
first published in 1943 in Oslo. (Oxford Uni- 
versity Press, 1948.) 


This excellent anatomical treatise covers the 
various divisions of the nervous system with a 
good correlation between the anatomical structure 
and physiological function. The author has a lucid 
way of presenting his material. It is my impres- 
sion, however, that he sometimes states his own 
opinion as a fact. In certain instances he appears 


to be somewhat dogmatic and indicates that the 
opinion expressed is the only possible explanation 
of a given phenomenon. For example he makes 
reference to complicated connections in the central 
nervous system and indicates physiological func- 
tion that has not yet been definitely established. 
It would seem that this might better be left out 
or that the hypothetical nature of the interpreta- 
tion be more clearly indicated. 

In criticism of the book, it might be pointed out 
that the author does not quote his authority for 
certain statements as much as might be desired. 
Had this been done it would be of more value as 
a reference work. A better title would be “. . . . in 
relation to Clinical Neurology” rather than “. 
in relation to Clinical Medicine.” 

With these minor criticisms in mind, it must 
be emphasized that this is an excellent book, very 
well written, which elucidates many of the correla- 
tions between anatomical structure and physiologi- 
cal function. It can be very highly recommended 
as a book to be used by the student of neurological 
anatomy and by the clinical neurologist. 

RayMonp W. Wacconer, M. D., 
Neuropsychiatric Institute, 
Ann Arbor, Mich. 


Tue THEMATIC APPERCEPTION Test. An intro- 
ductory manual for its clinical use with adult 
males. By Morris I. Stein. (Cambridge, Mass. : 
Addison-Wesley Press Inc., 1948.) 


Clinical usage has proved the value of the 
Thematic Apperception Test (commonly known as 
the TAT) as a device for revealing the content of 
personality in contrast with the Rorschach, which 
reveals its structure. Although the two devices 
have become standard tools in psychological prac- 
tice, relatively few discussions of the TAT are 
available. Dr. Stein’s book is therefore a welcome 
publication. 

The manual is designed to serve as a teaching 
device for training psychologists in the administra- 
tion and analysis of the TAT. Although the pic- 
tures discussed and the records analyzed concern 
adult males, the principles involved are fundamental 
to use with all subjects. The techniques of adminis- 
tering and analysing the test are succinctly, clearly, 
yet fully outlined. Each picture is discussed in 
terms of the common significant material it may 
elicit. The last half of the book is devoted to a 
full, line-by-line analysis of a record as given by 
a 26-year-old male subject. The discussion relates 
not only to this particular record but includes 
general comments. 

This compact, concise book should prove valuable 
to all students of clinical psychology whether in 
formal course instruction or in self-education. For 
the psychiatrist who does not have available the 
services of a psychologist, it might be a helpful 
guide to the use of the TAT in his own practice 
for both diagnostic and therapeutic work. 

HELEN THompson, Pu. D., 
New York City. 
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SUBJECT INDEX 


A 


Accident-Prone Automobile Driver; W. A. Till- 
mann and G. E. Hobbs, 321, Nov. 749. 
Administrative Psychiatry : 

Better Care in Mental Hospitals; First Mental 
Hospital Institute (R.), 875, May ’50. 

Better Nursing Treatment and Care in Mental 
Hospitals, Human Factors Involved; L. S. 
Anderson, 486, Jan. ’so. 

Facilities in Private Mental Institutions in U.S. 
and Territories ; I. C. Sherman and H. R. Hoff- 
man, 268, Oct. ’40. 

Institutional Service Units Movement; R. E. 
Blaisdell, 255, Oct. ’49. 

Mortality and Causes of Death in a Mental Hos- 
pital; H. Josephy, 185, Sept. 49. 

Need for Uniform Discharge Statistics in Public 
Psychiatric Hospitals; W. E. Barton et al., 
420, Dec. 

Practical Treatment Program for Mental Hos- 
pital “Back Ward”; M. G. Martin, 758, Apr. ’s0. 

Review of Psychiatric Progress, 1949, Symp. ; 
W. Overholser, 541, Jan. ’50. 

Section on Hospitals of A.P.A. (Ed.), 234, Sept. 
"49. 

Training and Employment of Ward Personnel ; 
D. G. McKerracher, 259, Oct. ’40. 

Affective Learning and the Student-Teacher Rela- 
tionship; S. R. Warson, 53, July ’49. 

Age: See Geriatrics. 

Alcohol : 

Alcoholics Anonymous, Society of; William W., 
370, Nov. ’49. 

Alcoholic Woman; B. Karpman (R.), 718, Mar. 

Availability of Antabuse; K. M. Bowman (Cor- 
resp.), 788, Apr. ’50. 

National Committee for Education on Alcoholism 
(Ed.), 940, June ’so. 

Psychometric Determination of Alcoholic Ad- 
diction; M. P. Manson, 199, Sept. ’49. 
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Review of Psychiatric Progress, 1949, Symp.; 
K. M. Bowman, 524, Jan. ’5o. 
Rorschach Study of Alcoholics; C. Buhler and 
D. W. Lefever (R.), 78, July ’40. 
Aleutian Campaign, Retrospection on Part of; F. 
Gelbman, 136, Aug. ’40. 
American Board of Psychiatry and Neurology: 
Certifications, New York City (May 1949), 153, 
Aug. ’40. 


Certifications, Chicago, Ill. (Oct. 1949), 557, 


Jan. 
Certifications, New York City (Dec. 1949), 714, 
Mar. ’50. 


Editorial Comment, 312, Oct. ’49. See also Cor- 
rection (Ed.), 635, Feb. ’so. 
Examinations, 1950 (Ed.), 714, Mar. ’50. 
Notice to Diplomates (Ed.), 714, Mar. ’S50. 
American Journal of Psychiatry: Editorial Affairs 
(Ed.), 710, Mar. ’so. 


American People; G. Gorer (R.), 156, Aug. *49. 


American Psychiatric Association: 

Advisory Committee to Governors (P.P.), 233, 
Sept. ’40. 

Association Activities and Interests (Ed.), 629, 
Feb. ’50. 

Joint Statement on Electroshock by Presidents of 
A.P.A. and Electro-Shock Research Associa- 
tion (Ed.), 152, Aug. ’40. 

Mail Pouch, New Bulk Mailing Service (Ed.), 
152, Aug. 40. 

Montreal Meeting (Ed.), 146, Aug. ’40. 

New Nursing Consultant, Committee on Psychi- 
atric Nursing (Ed.), 238, Sept. ’40. 

November Committee and Council 
(P.P.), 380, Nov. ’40. 

President’s Message (Ed.), 146, Aug. ’49. 

Proceedings of 105th Annual Meeting, 771, Apr. 

Proposed Constitutional Amendments, 228, Sept. 
"49; 472, Dec. ’49. 

Report of Nominating Committee, 635, Feb. ’so. 


Meetings 
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Schism in, Resolution by Neuropsychiatric Society B 
of Virginia (Ed.), 150, Aug. °49. : “Back Ward,” Practical Treatment Program; 
Section on Hospitals (Ed.), 234, Sept. ’49. M. G. Martin, 758, Apr. ’50. 
Summary of Meetings of Council and Executive Bartemeier, Dr. Leo, Honored (Ed.), 391, Nov. ’49. 
Committee, 771, Apr. Biochemistry : 
Amnesia; G. Wilson et al., 481, Jan. ‘50. . Adrenal Cortical Activity in Psychoneurotic Sub- 
thee te Anatomical Wall Chart, No. 27 (R.), 879, May ’S50. jects; R. A. Cleghorn and B. F. Graham, 668, 
When Anderson School Offers Postgraduate Course Mar. ’s0 
Ed.), 392, Nov. 49. 
he first ( ; Adrenal Cortical Responses to Stress in Normal 
r entry. Anderson, Dr. V.V., Honored (Ed.), 7m, Mar. 50. Men and in Those with Personality Disorders ; 
atti Anorexia Nervosa: Compulsion Neurosis with Ca- G. Pincus and H. Hoagland, 641, 651, Mar. ’so. 
- Index chexia; F. S. DuBois, 107, Aug. °49. Brain Enzyme Studies and Mental Dysfunction; 
eviews, Anthropology : : Winifred Ashby, 491, Jan. ’50. 
American People; G. Gorer (R.), 156, Aug. 49. Carbohydrate and Lymphoid Studies in Schizo- 
sted by Bella Coola Indians; T. F. MclIlwraith (R.), phrenia; H. Freeman and F. Elmadjian, 660, 
mment 879, May Mar. ’50. 
under Tribes of Liberian Hinterland; G. Schwab and Concept and Experimental Design in Study of 
G. W. Harley (R.), 154, Aug. ’49. Stress and Personality; S. L. Sands and E. H. 
etings Anxiety, Clinical Measurement of; R. Hartogs, 929, Rodnick, 673, Mar. ’50. 
June ’50. Review of Psychiatric Progress, 1949, Symp.; 
Army: See Military Psychiatry, Rehabilitation. O. R. Langworthy and J. C. Whitehorn, 504, 
Army Medical Library (Ed.), 794, Apr. ’50. Jan. ’so. 
Symp. ; Art: Stimulation of Nucleoprotein in Nerve Cells by 
As a Psychiatric Technique (Ed.), 238, Sept. ’49. Malononitrile, etc.; H. Hyden and H. Harte- 
— As Psychotherapy; P. Taylor, 590, Feb. ’50. lius (R.), 638, Feb. ’50. 
Sculpture and Depression; L. B. Boyer, 606, Test to Predict Clinical Effects of ECT on 
of: F Feb. 50. ; Schizophrenic Patients; D. H. Funkenstein et 
. Association and Group Meetings: al., 889, June ’so. 
ology: AAAS Meeting, December 1949, 315, Oct. °49. Thyroid Function in Mental Disease Measured 
. + . American EEG Society, 713, Mar. ’50. with Radioactive Iodine I 181; K. M. Bowman 
» 153, American Neurological Association, 237, Sept. et al., 561, Feb. ’so. 
’49; 872, May ’so. 0 Biographical Sketch: William C. Menninger, M. D.; 
» 557s American Occupational Therapy Association, 391, H. W. Brosin, 13, July ’40. 
Nov. ’49. Bonhoeffer, Karl, 1868-1948 (O.), 159, Aug. ’49. 
714, American Psychosomatic Society, 713, Mar. Book Reviews: 
+ Come Arizona Society of Psychiatry and Neurology, Adler, Alexandra; Guiding Human Misfits, 719, 
794, Apr. ’50. = Mar. ’50. 
Association for Physical and Mental Rehabili- Alexander, Franz; Fundamentals of Psycho- 
tation, 713, Mar. ’50. analysis, 560, Jan. ’50. 
ffi Brooklyn Psychiatric Society, 76, July ‘49. Andrews, T. G., ed.; Methods of Psychology, 
as Indiana Neuropsychiatric Association, 794, Apr. 798, Apr. ’50. 
: 50. ; Bailey, Percival; Intracranial Tumors, 156, Aug. 
y- 49. International Congress of Psychiatry, 632, Feb. 40, 
"50; 942, June ’50. Bailey, Percival: See Reese, Hans H., jt. ed. 
» 233; Long Island Psychiatric Society, 478, Dec. ‘49. Bell, John Elderkin; Projective Techniques, 796, 
Massachusetts Psychiatric Society, 713, Mar. ’50. Apr. ’50. 
, 620, National Committee for Mental Hygiene, 632, Bellak, Leopold; Dementia Precox, 795, Apr. #50. 
Feb. Berelson, Bernard; See Lazarsfeld, Paul F., jt. 
nts of Neuropsychiatric Meeting, Arkansas, 634, Feb. auth. 
’50. Berg, Charles; Psychotherapy Practice and 
Neuropsychiatric Society of Virginia, 75, July ’49. Theory, 479, Dec. ’49. 
Ed.), Occupational Therapy, Tristate Meeting, 873, Bergler, E.; The Battle of the Conscience, 319, 
May ‘50. | Oct. ’49. 
Pennsylvania Psychiatric Society, 478, Dec. ’409. Boring, Edwin G., Langfeld, Herbert S., and 
sychi- Southern EEG Society, 392, Nov. "49. Weld, Harry P., eds; Foundations of Psy- 
Southern Psychiatric Association, 316, Oct. ’49; chology, 560, Jan. ’50. 
tings 634, Feb. ’50. Pe ; Brill, A. A.; Basic Principles of Psychoanalysis, 
Washington (D.C.) Psychiatric Society, 713, 880, May ’so. 
Mar. ’50. . Brodal, A.; Neurological Anatomy in Relation to 
A World Federation for Mental Health, 792, Apr. Clinical Medicine, 945, June ’50. 
Pr 50. Bromberg, Walter; Crime and the Mind, 877, 
S Australia, Century of Psychiatry in (Historical May ’50. 
ept Note) ; 468, Dec. ’49. Buhler, Charlotte, and Lefever, D. Welty; A 
'e Austria: Wiener Klinische Wochenschrift (Ed.), Rorschach Study on the Psychological Charac- 
. 


633, Feb. ’50. 


teristics of Alcoholics, 78, July ’49. 
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Buhler, Charlotte, et al.; Development of the 
Basic Rorschach Score with Manual of Direc- 
tions, 558, Jan. ’50. 

Buros, Oscar K., ed.; The Third Mental Mea- 
surements Yearbook, 718, Mar. ’50. 

Carmichael, Leonard, ed.; Manual of Child Psy- 
chology, 318, Oct. ’49. 

Carp, E. A. D. E.; De Neurosen, 240, Sept. ’40. 

Carp, E. A. D. E.; Medische Psychologie en Pa- 
thopsychologie, 154, Aug. ’49. 

Children’s Welfare Federation; Child Care Ques- 
tions and Answers, 319, Oct. ’49. 

Corey, B. W.: See Headlee, R., jt. auth. 

Corner, George W., ed.; The Autobiography of 
Benjamin Rush, 398, Nov. ’49. 

De Ajuriaguerra, J.: See Marchand, L., jt. auth. 

DeFord, M. A.; Psychologist Unretired: The 
Life Pattern of Lillien Jane Martin, 799, Apr. 

Dennis, Wayne, et al.; Current Trends in Psy- 
chology, 317, Oct. ’49. 

Dennis, Wayne, ed.; Readings in the History of 
Psychology, 944, June ’50. 

Deutsch, Albert; The Mentally Ill in America, 
2d edition, 720, Mar. ’50. 

Deutsch, Albert; The Shame of the States, 636, 
Feb. ’50. 

Dunbar, Flanders; Synopsis of Psychosomatic 
Diagnosis and Treatment, 880, May ’so. 

Eckstein, Gustav; Everyday Miracle, 396, Nov. 
49. 

Ekblad, Martin; A Psychiatric and Sociologic 
Study of a Series of Swedish Naval Con- 
scripts, 395, Nov. ’49. 

Ey, Henri; Etudes Psychiatriques: Historique, 
Methodologie, Psychopathologie Generale, 559, 
Jan. ’50. 

Fetterman, Joseph L.; Practical Lessons in Psy- 
chiatry, 943, June ’so. 

Frank, Lawrence K.; Projective Methods, 638, 
Feb. ’50. 

Freud, Sigmund; An Outline of Psychoanalysis, 
876, May ’so. 

Froeschels, Emil, ed.; Twentieth Century Speech 
and Voice Correction, 155, Aug. ’40. 

Gaudet, Hazel: See Lazarsfeld, Paul F., jt. auth. 

Goldberg, Harriet L.; Child Offenders: A Study 
in Diagnosis and Treatment, 80, July ’40. 

Goldman, Eric F.; Two-Way Street: The Emer- 
gence of the Public Relations Counsel, 157, 
Aug. ’49. 

Gorer, Geoffrey; The American People, 156, 
Aug. ’49. 

Gruhle, Hans; Verstehende Psychologie, 944, 
June ’50. 

Harley, George W.; See Schwab, George, jt. 
auth. 

Harris, Noel G., ed; Modern Trends in Psycho- 
logical Medicine—1948, 879, May ’so. 

Hartelius, Hans: See Hyden, Holger, jt. auth. 

Hawley, Esther M.; Recreation Is Fun, 878, 
May ’50. 

Headlee, R., and Corey, B. W.; Psychiatry in 
Nursing, 878, May ’so. 


Henting, Hans von; The Criminal and His 
Victim, 797, Apr. ’5o. 

Hinshaw, David; Take Up Thy Bed and Walk, 
240, Sept. ’40. 

Hirschfeld, Magnus; Sexual Anomalies: The 
Origins, Nature, and Treatment of Sexual 
Disorders, 640, Feb. ’s5o. 

Hoch, Paul A., and Zubin, Joseph, eds.; Psy- 
chosexual Development in Health and Disease, 
875, May 

Horder, Rt. Hon. Lord, ed.; British Encyclo- 
pedia of Medical Practice: Medical Progress 
1948, 636, Feb. ’50. 

Hyden, Holger, and Hartelius, Hans; Stimula- 
tion of the Nucleoprotein Production in the 
Nerve Cells by Malononitrile and Its Effect on 
Psychic Functions in Mental Disorders, 638, 
Feb, 

Kanner, Leo; 
May ’S50. 

Karpman, Benjamin; The Alcoholic Woman, 718, 
Mar. ’50. 

Katz, Barney: See Thorpe, Louis P., jt. auth. 

Katz, David; Psychological Atlas, 480, Dec. ’49. 

Kraines, Samuel H.; The Therapy of the Neu- 
roses and Psychoses, 639, Feb. ’5o. 

Kretschmer, Ernst; Geniale Menschen, 4th edi- 

tion, 800, Apr. ’50. 

vangfeld, Herbert S.: See Boring, Edwin G., jt. 

ed. 

Late Inmate; The Philosophy of Insanity, 320, 
Oct. 

Law, Stanley G.; Therapy through Interview, 
239, Sept. ’40. 

Lazarsfeld, Paul F., Berelson, Bernard, and Gau- 
det, Hazel; The People’s Choice, 154, Aug. ’49. 

Lee, Eleanor: See Young, Helen, jt. auth. 

Lefever, D. Welty : See Buhler, Charlotte, jt. auth. 

Lehtinen, Laura E.: See Strauss, Alfred A., jt. 
auth. 

Lewis, Nolan D. C.: See Reese, Hans H., jt. ed. 

Lowrey, Lawson G., and Sloan, Victoria, eds.; 
Orthopsychiatry 10923-1948: Retrospect and 
Prospect, 155, Aug. ’40. 

Machover, Karen; Personality Projection in the 
Drawing of the Human Figure, 395, Nov. ’49. 

Marchand, L., and de Ajuriaguerra, J.; Epilep- 
sies: Leurs Formes Cliniques, Leurs Traite- 
ments, 320, Oct. ’49. 

Masten, Mabel G.: See Reese, Hans W., jt. ed. 

MclIlwraith, T. F.; The Bella Coola Indians, 
879, May ’50. 

Menninger, William C.; Psychiatry in a Troubled 
World, 395, Nov. ’49. 

Mental Hospital Institute; Better Care in Mental 
Hospitals, 875, May ’so. 

Mettler, F. A. ed.; Selective Partial Ablation of 
the Frontal Cortex: Correlative Study of Its 
Effects on Human Psychotic Subjects, 717, 
Mar. ’50. 

Municipal Court of Philadelphia; Thirty-Fourth 
Annual Report, 318, Oct. ’4o. 

Netter, Frank H.; The Ciba Collection of Medi- 
cal Illustrations, 239, Sept. ’40. 


Child Psychiatry, 2d edition, 874, 
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Noyes, Arthur P.; Modern Clinical Psychiatry, 
397, Nov. ’49. 

Noyes, C. Reinhold; Economic Man in Relation 
to His Natural Environment, 393, Nov. 749. 

Oberndorf, C. P.; Which Way Out, 878, May ’50. 

Pollak, Otto; Social Adjustment in Old Age: A 
Research Planning Report, 799, Apr. ’50. 

Rees, J. R., ed.; The Case of Rudolf Hess, 876, 
May ’50. 

Reese, Hans H., Masten, Mabel G., Lewis, Nolan 
D. C., and Bailey, Percival, eds. ; The 1948 Year 
Book of Neurology, Psychiatry and Neuro- 
surgery, 158, Aug. ’49. 

Rhine, J. B.; The Reach of the Mind, 716, Mar. 

Rotman, David B.; Addresses and Papers—1934 
to 1948, 719, Mar. ’5o. 

Ruesch, Jurgen; Duodenal Ulcer: A Sociopsy- 
chological Study of Naval Enlisted Personnel 
and Civilians, 795, Apr. ’50. 

Schick, Rudolf; Anatomical Wall Chart, No. 27, 
879, May ’so. 

Schilder, Paul; Goals and Desires of Man: A 
Psychological Survey of Life, 880, May ’50. 
Schilder, Paul; Mind: Perception and Thought in 

Their Constructive Aspects, 880, May ’50. 

Schulte, Walter: Die Synkopalen Anfaelle, 2d 
edition, 719, Mar. ’50. 

Schwab, George, and Harley, George W.; Tribes 
of the Liberian Hinterland, 154, Aug. ’49. 

Shirley, Hale F.; Psychiatry for the Pediatrician, 
79, July ’49. 

Sloan, Victoria: See Lowrey, Lawson G., jt. ed. 

Soibelman, Doris; Therapeutic and Industrial 
Uses of Music, 79, July ’40. 

Spiegel, E. A., ed.; Progress in Psychiatry and 
Neurology, Vol. III, 158, Aug. ’49. 

Stein, Morris I.; Thematic Apperception Test, 
945, June ’50. 

Strauss, Alfred A., and Lehtinen, Laura E.; Psy- 
chopathology and Education of the Brain- 
Injured Child, 796, Apr. ’50. 

Sullivan, Harry Stack; Conceptions of Modern 
Psychiatry, 318, Oct. ’49. 

Thorner, Melvin W.; Psychiatry in General 
Practice, 558, Jan. ’50. 

Thorpe, Louis P., and Katz, Barney; The Psy- 
chology of Abnormal Behavior, 319, Oct. ’40. 

Weld, Harry P.: See Boring, Edwin G., jt. ed. 

Witmer, Helen, ed.; Pediatrics and the Emo- 
tional Needs of the Child, 480, Dec. ’49. 

Wolff, Werner; Diagrams of the Unconscious: 
Handwriting and Personality in Measurement, 
Experiment, and Analysis, 479, Dec. ’40. 

Young, Helen, and Lee, Eleanor; Essentials of 
Nursing, 79, July ’49. 

Zubin, Joseph: See Hoch, Paul A., jt. ed. 
Boxing Fatalities (Ed.), 556, Jan. ’50. 
Brain-Injured and Brain-Diseased, Test Perform- 

ances of; R. M. Allen, 195, Sept. ’49. 
Brain-Injured Child, Psychopathology and Educa- 
tion of; A. A. Strauss and L. E. Lehtinen (R.), 
796, Apr. ’50. 

British Encyclopedia of Medical Practice: Medical 
Progress 1948; Lord Horder, ed. (R.), 636, 
Feb. ’50. 


Carriel, Dr. Henry B., and Dr. Joy Ricketts, Re- 

tirement of (Ed.), 940, June ’50. 

Catholic Psychiatrists to Organize (Ed.), 794, Apr. 

50. 

Central Inspection Board: 

Arrangement with American College of Surgeons 
(P.P.), 233, Sept. ’49. 

Inspection and Rating for Mental Hospitals; 
R. H. Chambers, 250, Oct. ’49. 

Cerium Oxalate to Reduce Emesis in Deep Insulin 
Therapy; M. M. Berger, 865, May ’so. 

Child Care Questions and Answers (R.), 319, Oct. 
"49. 

Child Psychiatry : 

Child Psychiatry, 2d edition; L. Kanner (R.), 
874, May ’50. 

Clinical Management of Mentally Retarded Child 
and the Parents; R. A. Jensen, 830, May ’s50. 

Group Therapy Project with Parents of Behavior 
Problem Children in Public Schools; A. D. 
Buchmueller and M. C.-L. Gildea, 46, July ’49. 

New Jersey Child Treatment Center (Ed.), 391, 
Nov. 49. 

Pediatrics and Emotional Needs of Child; H. 
Witmer, ed. (R.), 480, Dec. ’49. 

Postgraduate Training in; K. Cameron, 755, Apr. 

Program for Orientation in; J. A. Rose, 834, 
May ’50. 

Review of Psychiatric Progress, 1949, Symp.; 
L. Kanner, 515, Jan. ’50. 

Social Aspects of Personality in Child Guidance 
Clinic Practice; A. Dawley and F. H. Allen, 
462, Dec. ’49. 

State Hospital Children’s Unit; W. A. Oliver, 
265, Oct. ’49. 

Utah Child Guidance Center Organized (Ed.), 
478, Dec. ’49. 

Children, Exceptional, Problems of (Ed.), 792, 
Apr. ’50. 

Chile, Psychiatry in; T. A. C. Rennie (Corresp.), 
550, Jan. ’50. 

Ciba Collection of Medical Illustrations; F. H. 
Netter (R.), 230, Sept. 

Civil Defense, Psychiatric Implications ; D. C. Cam- 
eron, 587, Feb. ’50. 

Clinical Psychiatry (Review of Psychiatric Prog- 
ress, 1949, Symp.) ; P. H. Hoch and N. D. C. 
Lewis, 512, Jan. ’So. 

Compulsion Neurosis with Cachexia (Anorexia 
Nervosa) ; F. S. DuBois, 107, Aug. ’49. 

Conceptions of Modern Psychiatry; H. S. Sullivan 
(R.), 318, Oct. ’49. 

Conscience, Battle of ; E. Bergler (R.), 319, Oct. ’49. 

Constitutional Amendments, Proposed, 228, Sept. 
"49; 472, Dec. ’49. 

Consultant, Psychiatrist as; J. G. N. Cushing, 861, 
May ’50. 

Convulsions : 

Effect of Trimethadione and Other Drugs on 
Convulsions Caused by Di-Isopropyl Fluoro- 
phosphate; H. E. Himwich et al., 816, May ’s50. 

Effects of Drinking in 25 Cases of Epilepsy; 
D. Geddes, 787, Apr. ’50. 
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Epilepsies; Leurs Formes Cliniques, Leurs Trai- 
tements; L. Marchand and J. de Ajuriaguerra 
(R.), 320, Oct. 

Review of Psychiatric Progress, 1949, Symp.; 
C. W. Watson, 526, Jan. ’50. 

Convulsive Shock Therapy: See Shock Therapy. 
Crease, Dr. Arthur L., Retires (Ed.), 939, June ’50. 
Crease Clinic, British Columbia (Ed.), 555, Jan. ’50. 
Crime and Delinquency : 

Addresses and Papers; D. B. Rotman (R.), 719, 
Mar. ’50. 

Adult Court Psychiatric Clinics; M. S. Gutt- 
macher, 881, June ’s5o. 

Case of Ruth Steinhagen; W. H. Haines and 
R. A. Esser, 737, Apr. ’50. 

Child Offenders, Diagnosis and Treatment; H. L. 
Goldberg (R.), July ’40. 

Crime and the Mind; W. Bromberg (R.), 877, 
May ’S50. 

Criminal and His Victim; H. von Hentig (R.), 
797, Apr. ’50. 

Medical Correctional Association (Ed.), 316, Oct. 
"49. 

Municipal Court of Philadelphia, Report for 1947; 
(R.), 318, Oct. ’49. 

Personality Characteristics of Criminals (Ed.), 
873, May ’50. 

Cytochrome C.: Effects in Presenile States, etc.; 
R. W. Garnett and W. O. Klingman, 697, 
Mar. ’50. 


D 


Delaware State Medical Journal, Mental Hygiene 
Number (Ed.), 556, Jan. ’so. 
Denmark: Psychiatry in Aarhus and Copenhagen 
(Ed.), 632, Feb. ’50. 
Deutsche Medizinische Wochenschrift, 75th Anni- 
versary (Ed.), 939, June ’50. 
Devereux Luncheon, Montreal Meeting (Ed.), 236, 
Sept. ’49. 
Disodium Fumarate in Schizophrenia (Corresp.), 
867, May ’50. 
Drug Addiction: 
Bulletin on Narcotics (Ed.), 555, Jan. ’s5o. 
Statistical Study of Psychoses Due to Drugs or 
Other Exogenous Poisons; B. Malzberg, 99, 
Aug. ’49. 


E 


Ebaugh Foundation (Ed.), 871, May ’so. 
Economic Man in Relation to His Natural Environ- 
ment; C. R. Noyes (R.), 393, Nov. ’49. 
Electroencephalography : 
EEG Effects of Bilateral Prefrontal Lobotomy ; 
S. Levin et al., 174, Sept. ’40. 
Review of Psychiatric Progress, 1949, Symp.; 
W. T. Liberson, 507, Jan. ’50. 
Wave and Spike Discharges in the EEG; 
A. Allen and F. M. Forster, 122, Aug. 49. 
Electroshock Therapy: See Shock Therapy. 
Endocrinology: Review of Psychiatric Progress, 
1949, Symp.; O. R. Langworthy and J. C. 
Whitehorn, 504, Jan. ’s50. 


England: 
Roffey Park Rehabilitation Centre (Ed.), 76, 
July ’49; 793, Apr. 
Visits to Britain This Summer; A. Torrie et al. 
(Corresp.), 936, June ’50. 
Epilepsy: See Convulsions. 
Etudes Psychiatriques; H. Ey (R.), 559, Jan. ’50. 
Everyday Miracle; G. Eckstein (R.), 396, Nov. ’49. 


F 
Family : 
Family Environment of Schizophrenic Patients ; 
R. W. Lidz and T. Lidz, 332, Nov. ’49. 
Statistical Study of Family Relationships in Psy- 
choneurosis; H. V. Ingham, 91, Aug. 49. 
Forensic Psychiatry: See also Legislation. 
Adult Court Psychiatric Clinics; M. S. Gutt- 
macher, 881, June ’50. 
Integrity in Medical Testimony; H. L. Kozol, 
420, Dec. ’49. 
On Being Cross-Examined; H. A. Davidson, 424, 
Dec. ’49. 
Psychiatric Evidence in Criminal Cases; K. G. 
Gray, 497, Jan. ’50. 
Psychiatry at the Crossroads; R. L. Jenkins, 
358, Nov. ’40. 
Review of Psychiatric Progress, 1949, Symp.; 
W. Overholser, 541, Jan. ’50. 
Fowler Memorial Lectures, Orangeburg, S. C. 
(Ed.), 794, Apr. 
Fund Raising: Challenge to American Psychiatry ; 
N. Baganz (Corresp.), 788, Apr. ’50. 


G 
Genetics: See Heredity. 
Genius: 
Geniale Menschen; E. Kretschmer (R.), 800, 
Apr. ’50. 


Lange-Eichbaum and “The Problem of Genius” ; 
R. D. Loewenberg, 927, June ’50. 

Relationship between Highest Mental Capacity 
and Psychic Abnormalities; A. Juda, 296, Oct. 
49. 

Geriatrics and Old Age Problems: 

America’s Number One Problem—Chronic Dis- 
ease and an Aging Population; H. A. Rusk, 
270, Oct. ’40. 

Cytochrome C: Effects in Presenile States, etc. ; 
R. W. Garnett and W. O. Klingman, 697, Mar. 

Institute on Living in Later Years (Ed.), 872, 
May ’50. 

Institutional Care of Aged; D. A. Boyd, Jr., 
616, Feb. ’50. 

Review of Psychiatric Progress, 1949, Symp.; 
K. M. Bowman, 524, Jan. ’50. 

Social Adjustment in Old Age; O. Pollak (R.), 
799, Apr. ’50. 

Symposium on Clinical Problems of Advancing 
Years (Ed.), 236, Sept. ’40. 

Twin Studies on Senescence; F. J. Kallmann 
and G. Sander, 29, July ’40. 

German Neurological and Psychiatric Association 
(Ed.), 792, Apr. ’50. 
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German Psychiatry during the War; J. Galvin, 
703, Mar. ’50. 
Goals and Desires of Man; P. Schilder (R.), 880, 
May ’So. 
Graded Lobotomy; M. C. Petersen and J. G. Love, 
65, July *49. 
Grants and Awards: 
Carnegie Grant in Social Sciences (Ed.), 75, 
July 
Hofheimer Award to Dr. Pasamanick (Ed.), 
150, Aug. ’49. 
Hutchings, Richard H., Memorial Award (Ed.), 
237, Sept. ’49. 
Pi Lambda Theta Awards (Ed.), 556, Jan. ’50. 
Psychiatric Aide of the Year (Ed.), 76, July ’49. 
Rockefeller Foundation Appropriations 1948 
(Ed.), 236, Sept. 
Social Science Research Council (Ed.), 872, May 
*50. 
Western State Psychiatric Institute, Dr. Etter 
(Ed.), 151, Aug. ’49. 
Yale University, Grant for Student Psychiatric 
Guidance (Ed.), 150, Aug. ’49. 
Graphology : 
Diagrams of the Unconscious; W. Wolff (R.), 
479, Dec. ’49. 
Supplement to Swiss Journal of Psychology 
(Ed.), 556, Jan. ’50. 
Gregory, Menas S., Lecture: 
1948: Physiology and Psychiatry ; R. W. Gerard, 
161, Sept. ’40. 
1949: Announcement (Ed.), 477, Dec. ’49. 
Griffin, Dr. D. W., 50 Years at Oklahoma Hospital 
(Ed.), 477, Dec. ’49. 
Group Practice, Neuropsychiatry in; H. Stevens, 
292, Oct. ’49. 
Group Therapy: 
Project with Parents of Behavior Problem Chil- 
dren in Public Schools; A. D. Buchmueller and 
M. C.-L. Gildea, 46, July ’49. 
Review of Psychiatric Progress, 1949, Symp.; 
P. H. Hoch and N. D. C. Lewis, 512, Jan. ’50. 
Guiding Human Misfits; A. Adler (R.), 719, Mar. 


H 


Haiti, Psychiatry in; L. Mars, 549, Jan. ’50. 
Hallucination and Imagery Induced by Mescaline ; 
T. Thale et al., 686, Mar. ’50. 
Heredity and Genetics: 
Genetics Association Offers Prize (Ed.), 793, 
Apr. ’50. 
Review of Psychiatric Progress, 1949, Symp.; 
F. J. Kallmann, 501, Jan. ’50. 
Twin Studies on Senescence; F. J. Kallmann and 
G. Sander, 29, July ’49. 
Hess, Rudolf, Case of; J. R. Rees, ed. (R.), 876, 
May ’S50. 
Hillside Hospital, L. I., New Building (Ed.), 556, 
Jan. 
Historical : 
Australia, Century of Psychiatry in, 468, Dec. ’49. 
Haiti, Psychiatry in, 549, Jan. ’50. 


Mentally Ill in America, 2d edition; A. Deutsch 
(R.), 720, Mar. ’50. 
Neuropsychiatry in Michigan (II); T. J. Heldt, 
761, Apr. ’50. 
Southern Psychiatric Association, 224, Sept. ’49. 
Hospitals, Mental, Better Care in; First Mental 
Hospital Institute (R.), 875, May ’5o. 
Humphreys, Dr. Edward J., Accepts Post in New 
Jersey (Ed.), 75, July ’40. 
Hunt, Dr. Robert C., to Direct St. Lawrence State 
Hospital (Ed.), 793, Apr. ’50. 
Hutchings, Richard H., Memorial Award (Ed.), 
237, Sept. ’49. Memorial Lecture (Ed.), 392, 
Nov. ’49. 


I 


Industrial Psychiatry : 
Review of Psychiatric Progress, 1949, Symp.; 
C. C. Burlingame, 520, Jan. ’50. 
Roffey Park Rehabilitation Centre (Ed.), 76, 
July ’49; 793, Apr. ’50. 
Inspection and Rating for Mental Hospitals; R. H. 
Chambers, 250, Oct. ’49. 
Institutional Service Units Movement; R. E. Blais- 
dell, 255, Oct. ’40. 
Insulin Shock Therapy: See Shock Therapy. 
Involutional Melancholia: 
Convulsive Therapy for; I. L. Fishbein, 128, 
Aug. ’49. 
Rorschach Diagnosis of; R. J. Young, 748, Apr. 


J 


Juvenile Delinquency: See Crime and Delinquency. 


K 


Kauders, Dr. Otto, Death of (Ed.), 316, Oct. ’49. 

Kauders, Otto (O.) 390, Nov. ’49. 

Kisker, George W., to Direct Psychological Clinic, 
University of Cincinnati (Ed.), 238, Sept. ’49. 

Korzybski, Alfred, Death of (Ed.), 860, May ’s5o. 


L 


Lange-Eichbaum and “The Problem of Genius” ; 
R. D. Loewenberg, 927, June ’50. 
Layman’s View of Psychiatrists: The Worm 
Turns; J. Bingham (Corresp.), 311, Oct. ’40. 
Legislation: See also Forensic Psychiatry. 
Dealing with Sex Offenders (Ed.), 390, Nov. ’49; 
633, Feb. ’50. 
New York Adopts New Sex-Crime Act (Ed.), 
940, June ’50. 
Legrand, Dr. Emile, Death of (Ed.), 477, Dec. ’49. 
Letchworth Village, Life at (Ed.), 476, Dec. ’49. 
Leucotomy: See Psychosurgery. 
Limitations of Psychiatry (Ed.), 75, July ’49. 
Lobotomy: See Psychosurgery. 


M 
MacCurdy, Dr. Frederick, Resigns (Ed.), 939, 
June ’50. 
Marriage Counselor, Psychiatrist as; R. W. Laid- 
law, 732, Apr. ’50. 
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Martin, Lillien Jane, Psychologist Unretired; M. A. 
DeFord (R.), 799, Apr. ’50. 
Maryland’s Opportunity (Ed.), 868, May ’so. 
McNeill, Harry V., Joins Staff of National Insti- 
tute Mental Health (Ed.), 712, Mar. ’50. 
Menninger Foundation School for Psychiatric Aides 
(Ed.), 476, Dec. ’49. 

Menninger, William C., Biographical 
H. W. Brosin, 13, July ’49. 

Mental Deficiency : 

Clinical Management of Mentally Retarded Child 
and the Parents; R. A. Jensen, 830, May ’so. 

Review of Psychiatric Progress, 1949, Symp.; 
L. Kanner, 515, Jan. ’50. 

Mental Health Institutes under National Mental 
Health Act (Ed.), 871, May ’so. 
Mental Hygiene: 

In Education (Review of Psychiatric Progress, 
1949, Symp.) ; W. C. Ryan, 518, Jan. ’s5o. 

In Public Health Programs; H. C. Schumacher, 
413, Dec. ’49. 

Mentally Ill in America, 2d edition; A. Deutsch 
(R.), 720, Mar. ’50. 

Mescaline, Hallucination and Imagery Induced by; 
T. Thale et al., 686, Mar. ’so. 

Meyer, Adolf (Ed.), 868, May ’s5o. 

Michael Reese Hospital, New Unit (Ed.), 237, 
Sept. 

Michigan, Neuropsychiatry in; T. J. Heldt, 761, 
Apr. ’50. 

Military Psychiatry: See also Rehabilitation. 

Attempt to Predict Probable Combat Effective- 
ness by Brief Psychiatric Examination; A. J. 
Glass, 81, Aug. ’49. 

Fate of 395 Mild Psychoneurotic Cases Salvaged 
from Training Period and Taken into Combat; 
W. L. Sharp, 801, May ’s5o. 

Psychiatric Implications of Civil Defense; D. C. 
Cameron, 587, Feb. ’so. 

Psychiatric and Sociologic Study of Swedish 
Naval Conscripts; M. Ekblad (R.), 395, Nov. 
"49. 

Psychiatry and Rehabilitation in Military Set- 
ting; H. Wexler, 812, May ’so. 

Research in Military Neuropsychiatry, Sept. 1945 
to Sept. 1947; A. A. Rosner and B. H. Balser, 
808, May ’50. 

Retrospection on Part of Aleutian Campaign; 
F. Gelbman, 136, Aug. ’40. 

Review of Psychiatric Progress, 1949, Symp.; 
C. S. Drayer, 544, Jan. ’50. 

Mind: Perception and Thought in Constructive As- 
pects; P. Schilder (R.), 880, May ’so. 
Minnesota : 

Mental Health Program (Ed.), 630, Feb. ’so. 

Rossen, Dr. Ralph, New Commissioner of Mental 
Hygiene (Ed.), 793, Apr. ’50. 

Vacancies in State System (Ed.), 150, Aug. ’49. 

Modern Clinical Psychiatry; A. P. Noyes (R.), 
397, Nov. ’49. 

Modern Trends in Psychological Medicine, 1948; 
N. G. Harris, ed. (R.), 879, May ’so. 

Moral Values, Clinical Variants of; G. Zilboorg, 
744, Apr. ’50. 


Sketch ; 


Mortality and Causes of Death in a Mental Hos- 
pital; H. Josephy, 185, Sept. ’49. 

Music, Therapeutic and Industrial Uses of; D. 
Soibelman (R.), 79, July ’49. 


N 
Narcoanalysis and Narcohypnosis, Somnoform as 
Aid in; D. McG. Kelley, 692, Mar. ’50. 
Narcosis: Continuous Sleep Treatment; J. S. Clapp 
and E. A. Loomis, Jr., 821, May ’S50. 
National Institute of Mental Health: 

Change in Director of Research (Ed.), 150, Aug. 
49. 

Establishment of (Ed.), 75, July ’40. 

Social Science Consultants to (Ed.), 75, July ’49. 

Statistics re Outpatient Clinics (Ed.), 940, June 

National Mental Health Program, Budget (Ed.), 
477, Dec. ’49. 

Nature of Neurotic Reactions; L. J. Saul, 547, 
Jan. ’50. 

Nazi “Euthanasia”; E. Kahn (Corresp.), 470, Dec. 
"49. 

Negro Physicians, Psychiatric Education of; H. J. 
Erwin, 624, Feb. 

Neurological Anatomy in Relation to Clinical Medi- 
cine; A. Brodal (R.), 945, June ’5o. 

Neurology, Clinical, Minnesota Course in (Ed.), 
555, Jan. ’50. 

Neurology, Residency, VA Hospital, Coatesville, 
76, July ’49. 

Neuropathology : 

Experimental Observations on So-Called Senile 
Changes of Intracellular Neurofibrils; K. Stern 
and K. A. C. Elliott, 190, Sept. ’40. 

Intracranial Tumors; P. Bailey (R.), 156, Aug. 
"49. 

Review of Psychiatric Progress, 1949, Symp.; 
O. R. Langworthy and J. C. Whitehorn, 504, 
Jan. ’50. 

Neurophysiology, Experimental : 

Cerebral Morphologic Changes in Monkeys Sub- 
jected to Large Number of Electrically Induced 
Convulsions; A. Ferraro and L. Roizin, 278, 
Oct. 

Effect of Trimethadione and Other Drugs on 
Convulsions Caused by Di-Isopropyl Fluoro- 
phosphate ; H. E. Himwich et al., 816, May ’s5o. 

Neurosen, De; E. A. D. E. Carp (R.), 240, Sept. 
Neurosyphilis (Review of Psychiatric Progress, 
1949, Symp.) ; A. S. Rose, 522, Jan. ’50. 
New Jersey: 
Child Treatment Center (Ed.), 391, Nov. ’49. 
New Diagnostic Center (Ed.), 316, Oct. ’49. 
New York State Department of Mental Hygiene: 

Hudson River State Hospital, New Building 
(Ed.), 76, July 

Newark State School, New Director (Ed.), 712, 
Mar. ’50. 

St. Lawrence State Hospital, New Director 
(Ed.), 793, Apr. ’50. 

Nobel Prize Winners (Ed.), 555, Jan. ’5o. 
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Nursing : 

Committee on Psychiatric Nursing of A.P.A., 
New Nursing Consultant (Ed.), 238, Sept. ’49. 

Essentials of Nursing; H. Young and E. Lee 
(R.), 79, July *49. 

Human Factors Involved in Providing Better 
Nursing Care in Mental Hospitals; L. S. An- 
derson, 486, Jan. ’5o0. 

Personal Problems of Senior Nursing Students ; 
A. Ellis and E. W. Fuller, 212, Sept. ’49. 

Psychiatric Nursing (Review of Psychiatric 
Progress, 1949, Symp.) ; M. E. Corcoran, 535, 
Jan. ’50. 

Psychiatric Nursing by Affiliation; M. E. Cor- 
coran, 621, Feb. ’50. 

Psychiatric Nursing Project (Ed.), 873, May ’50. 

Psychiatry in Nursing; R. Headlee and B. W. 
Corey (R.), 878, May ’So. 

Nutrition: High Protein Bread, New York State 
Service (Ed.), 872, May ’so. 


O 


Obituaries : 
Bonhoeffer, Karl (1868-1948), 159, Aug. *49. 
Kauders, Otto, 399, Nov. ’49. 
Sullivan, Harry Stack (1892-1949), 400, Nov. ’49. 
Occupational Therapy : 
Association’s Recruitment Program (Ed.), 794, 
Apr. ’50. 
Review of Psychiatric Progress, 1949, Symp.; 
L. F. Woolley, 536, Jan. ’50. 
Organ Language, Semantics of ; K. Stern et al., 851, 
May ’50. 
Oriental Mental Hospitals; E. Berne, Nov. ’49. 
Orthopsychiatry 1923-1948; L. G. Lowrey and 
V. Sloan, eds. (R.), 155, Aug. ’49. 
Osler (Ed.), 475, Dec. ’49. 
Outpatient Clinics, Statistics (Ed.), 940, June ’50. 


P 


Paranoid Phenomena, Psychosexual Factors in; 
H. G. Grand (Corresp.), 144, Aug. ’49. See 
also Reply; R. Klein, 145, Aug. ’49. 

Parapsychology: The Reach of the Mind; J. B. 
Rhine (R.), 716, Mar. ’50. 

Pathopsychologie, Medische Psychologie en; 
E. A. D. E. Carp (R.), 154, Aug. ’49. 

Pediatrician, Psychiatry for; H. F. Shirley (R.), 
79, July 

Pediatrics and Emotional Needs of Child; H. Wit- 
mer, ed. (R.), 480, Dec. ’49. 

Pennsylvania, Eastern, Psychiatric Institute (Ed.), 
712, Mar. ’50. 

People’s Choice; P. F. Lazarsfeld et al. (R.), 154, 
Aug. ’49. 

Personal Problems of Senior Nursing Students ; 
A. Ellis and E. W. Fuller, 212, Sept. ’40. 

Personnel : 

Menninger Foundation School for Psychiatric 
Aides (Ed.), 476, Dec. ’49. 

Screening of Unsatisfactory Psychiatric Atten- 
dants and Applicants; N. S. Kline, 573, Feb. ’50. 

Training and Employment of Ward Personnel ; 
D. G. McKerracher, 259, Oct. ’49. 


Philosophy of Insanity; A Late Inmate (R.), 320, 
Oct. ’49. 

Physiological Psychiatry; W. B. Terhune, 241, 
Oct. ’40. 

Physiological Treatment (Review of Psychiatric 
Progress, 1949, Symp.) ; J. Wortis, 528, Jan. ’so. 

Physiology : 

And Psychiatry; R. W. Gerard, 161, Sept. ’49. 

Psychophysiological Study of Mentally Ill Pa- 
tients; D. H. Funkenstein et al., Part I, 16, 
July ’49, and Part II, 116, Aug. ’49. 

Practical Lessons in Psychiatry; J. L. Fetterman 
(R.), 943, June ’50. 

Presidential Address; W. C. Menninger, 1, July ’49. 

Prevalence of Mental Illness (Ed.), 73, July ’49. 

Private Mental Institutions in U.S. and Territories, 
Facilities in; I. C. Sherman and H. R. Hoff- 
man, 268, Oct. ’49. 

Private Practice: Psychiatric Opportunities in 
Small Community; R. O. Jones, 69, July ’49. 

Progress in Psychiatry and Neurology, Vol. III; 
E. A. Spiegel, ed. (R.), 158, Aug. ’49. 

Projective Methods, L. K. Frank (R.), 638, Feb. ’50. 

Projective Technique with Narcosis; H. Dorken 
and M. W. Tunis, 216, Sept. ’49. 

Projective Techniques; J. E. Bell (R.), 796, Apr. 
’50. 

Psychiatric Education: 

Affective Learning and the Student-Teacher Re- 
lationship; S. R. Warson, 53, July ’49. 

Child Psychiatry, Postgraduate Training (in 
England) ; K. Cameron, 755, Apr. ’50. 

Child Psychiatry, Program for Orientation in; 
J. A. Rose, 834, May ’so. 

Negro Physicians, Psychiatric Education for; 
H. J. Erwin, 624, Feb. ’so. 

Philosophy and Methodology in Training 500 
Psychiatric Residents; J. H. Masserman et al., 
362, Nov. ’49. 

Psychoanalytic Postgraduate Training Program; 
A. Gralnick, 841, May ’50. 

Review of Psychiatric Progress, 1949, Symp.; 
F. G. Ebaugh, 545, Jan. ’50. 

Teaching Psychological Attitudes to Medical Stu- 
dents; E. A. Steele, 59, July ’49. 

Training and Its Support under the National 
Mental Health Act; S. D. Vestermark, 416, 
Dec. ’49. 

Training in Mental Hospitals (Ed.), 234, Sept. 

Training Programs, Residencies, Fellowships 

(Ed.) : 

California, University of, Postgraduate Course, 
871, May ’50. 

Cedars of Lebanon Hospital, 237, Sept. 49. 

Chicago Medical School Lecture Series, 634, 
Feb. ’50. 

Child Guidance Clinic Psychiatry, 714, Mar. ’50. 
Colorado, University of, Postgraduate Course 
in Psychosomatic Medicine, 392, Nov. 49. 
Creedmoor Institute for Psychobiological 

Studies, 793, Apr. ’50. 
Downey VA Seminars, 872, May ’50. 
Hillside Hospital, L.I.,. 316, Oct. ’49. 
Kings County Hospital, 940, June ’50. 
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Massachusetts, Neuropsychiatric Seminar, 315, 
Oct. ’49. 
McGill University, Training in Psychiatry, 713, 
Mar. ’50. 
Mental Health Institutes under National Men- 
tal Health Act, 871, May ’s5o. 
Minnesota, University of, Postgraduate Course 
in Child Psychiatry, 392, Nov. ’49. 
Philadelphia General Hospital, 713, ar. ’S5o. 
Psychobiological Therapy, 713, Mar. ’50. 
Psychotherapy, Postgraduate Center, 556, Jan. 
South Carolina Psychiatric Seminar, 237, Sept. 
"49; 477, Dec. 
VA Hospitals: Arkansas, 151, Aug. ’49; Mas- 
sachusetts, 634, Feb. ’50; Missouri, 634, Feb. 
’50; Texas, 478, Dec. ’49. 
Virginia, Medical College of, 392, Nov. ’49. 
Walter E. Fernald State School, 315, Oct. ’40. 
Yale Psychoanalytic Fellowships, 555, Jan. ’50. 
Psychiatric Foundation (Ed.), 551, Jan. ’50. See 
also Corresp., 866, May ’50. 
Psychiatry in General Practice; M. W. Thorner 
(R.), 558, Jan. ’50. 
Psychiatry in a Troubled World; W. C. Menninger 
(R.), 395, Nov. ’49. 
Psychoanalysis : 
Basic Principles of; A. A. Brill (R.), 880, May 
Fundamentals of; F. Alexander (R.), 560, Jan. 
Outline of ; S. Freud (R.), 876, May ’50. 
Postgraduate Psychoanalytic Training Program; 
A. Gralnick, 841, May ’50. 
Psychodrama Conferences (Ed.), 793, Apr. ’50. 
Psychodramatic Institute (Ed.), 151, Aug. ’49. 
Psychology: See also Mental Deficiency, Tests. 
Clinical Psychology in Relation to Psychiatry 
(Ed.), 551, Jan. ’5o. 
Current Trends in Psychology; W. Dennis et al. 
(R.), 317, Oct. ’49. 
Foundations of Psychology; E. G. Boring et al., 
eds. (R.), 560, Jan. ’50. 
Manual of Child Psychology; L. Carmichael, ed. 
(R.), 318, Oct. ’49. 
Medische Psychologie en Pathopsychologie ; 
E. A. D. E. Carp (R.), 154, Aug. ’49. 
Methods of Psychology; T. G. Andrews, ed. (R.), 
798, Apr. ’50. 
Personality Projection in Drawing of Human 
Figure; K. Machover (R.), 395, Nov. ’49. 
Psychological Atlas; D, Katz (R.), 480, Dec. ’49. 
Psychologist Unretired: Life Pattern of Lillien 
Jane Martin; M. A. DeFord (R.), 799, Apr. 
"50. 
Psychology of Abnormal Behavior; L. P. Thorpe 
and B. Katz (R.), 319, Oct. '49. 
Psychometrics (Review of Psychiatric Progress, 
1949, Symp.) ; S. G. Estes, 510, Jan. ’50. 
Readings in the History of ; W. Dennis, ed. (R.), 
044, June ’50, 
Third Mental Measurements Yearbook; O. K. 
Buros, ed. (R.), 718, Mar. ’50, 
Verstehende Psychologie; H. Gruhle (R.), 944, 
June ’50. 


Psychoneurosis, Statistical Study of Family Rela- 
tionships in; H. V. Ingham, 91, Aug. ’49. 
Psychopathic Personality : 
Psychiatrist and Psychotic Psychopath, Inter- 
personal Relations; B. A. Cruvant and 
L. Yochelson, 594, Feb. ’so. 
Psychophysiological Study of Mentally Ill Patients ; 
D. H. Funkenstein et al., 16, July ’49 and 116, 
Aug. ’49. 
Psychosomatic Medicine: 
Duodenal Ulcer: Sociopsychological Study of 
Naval Enlisted Personnel and _ Civilians; 
J. Ruesch (R.), 795, Apr. ’5o. 

Psychosomatic Concept in Working Clothes; 
G. L. Ross and T. E. Brown, 680, Mar. ’50. 
Psychosomatic Dilemma (Ed.), 789, Apr. ’50. 
Review of Psychiatric Progress, 1949, Symp.; 

P. H. Hoch and N. D. C. Lewis, 512, Jan. ’50. 
Synopsis of Psychosomatic Diagnosis and Treat- 
ment; F. Dunbar (R.), 880, May ’s5o. 
Psychosurgery : 
EEG Effects of Bilateral Prefrontal Lobotomy ; 
S. Levin et al., 174, Sept. ’49. 
Graded Lobotomy; M. C. Petersen and J. G. 
Love, 65, July ’40. 
Review of Psychiatric Progress, 1949, Symp.; 
W. Freeman, Jan. ’50. 
Selective Partial Ablation of Frontal Cortex; 
F. A. Mettler, ed. (R.), 717, Mar. ’50. 
Theoretical Aspects of Frontal Lobotomy and 
Similar Brain Operations; P. H. Hoch, 448, 
Dec. ’49. 
Psychotherapy : 
Art as; P. Taylor, 599, Feb. ’5o. 
Dynamics of; E. G. Billings, 346, Nov. ’49. 
General Principles of ; L. Alexander, 721, Apr. ’50. 
How Specific Is Psychotherapy; E. Ziskind, 285, 
Oct. ’40. 
Psychotherapy Practice and Theory; C. Berg 
(R.), 479, Dec. ’49. 
Review of Psychiatric Progress, 1949, Symp.; 
P. H. Hoch and N. D. C. Lewis, 512, Jan. ’so. 
Therapy through Interview; S. G. Law (R.), 
239, Sept. ’49. 
Public Education: Psychiatry for the Reading Pub- 
lic (Ed.), 790, Apr. ’50. 
Public Health: 
Mental Disorders as Public Health Problem; 
R. H. Felix, 401, Dec. ’40. 
Research and the National Mental Health Act; 
L. C. Kolb, 407, Dec. '49. 
Mental Hygiene in; H. C. Schumacher, 413, 
Dec. '49. 
Training and the National Mental Health Act; 
S. D. Vestermark, 416, Dec. ’49. 
Public Relations: Two-Way Street; E. F. Gold- 
man (R.), 157, Aug. ’40. 
Publicity, Misleading; H. M. Murdock (Corresp.), 
470, Dec, '49. 
R 


Recreation ls Fun; E. M. Hawley (R.), 878, May 
Rehabilitation : 
And Psychiatry in a Military Setting; H. Wexler, 
812, May ’s0, 
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Take Up Thy Bed and Walk; D. Hinshaw (R.), 
240, Sept. ’49. 

Research and the National Mental Health Act; 
L. C. Kolb, 407, Dec. ’49. 

Research Possibilities in the Dementias (Ed.), 148, 
Aug. ’49. 

Reviews of Literature: 

1948 Year Book of Neurology, Psychiatry and 
Neurosurgery; H. H. Reese et al., eds. (R.), 
158, Aug. ’49. 

Progress in Psychiatry and Neurology, Vol. III; 
E. A. Spiegel, ed. (R.), 158, Aug. ’49. 

Rockefeller Foundation Appropriations 1948 (Ed.), 
236, Sept. ’40. 
Rorschach : 

Development of Basic Score with Manual of 
Directions; C. Buhler et al. (R.), 558, Jan. ’50. 

Michael Reese Seminar on Rorschach (Ed.), 872, 
May ’50. 

Psychological Characteristics of Alcoholics; 
C. Buhler and D. W. Lefever (R.), 78, July ’49. 

Rorschach Diagnosis and Interpretation of In- 
volutional Melancholia; R. J. Young, 748, Apr. 
50. 

Workshops in Rorschach Method, Western Re- 
serve University (Ed.), 714, Mar. ’50. 

Rossen, Dr. Ralph, New Commissioner of Mental 
Hygiene for Minnesota (Ed.), 793, Apr. ’50. 

Rush, Benjamin, Autobiography of ; G. W. Corner ; 
ed. (R.), 398, Nov. ’49. 


S 


Salmon Memorial Lectures (Ed.), 554, Jan. ’50. 
Schizophrenia : 

Dementia Precox; L. Bellak (R.), 795, Apr. ’50. 

Disodium Fumarate in (Corresp.), 867, May ’50. 

Family Environment of Schizophrenic Patients ; 
R. W. Lidz and T. Lidz, 332, Nov. ’49. 

Hospital Treatment of Dementia Pracox (100 
Men Patients); E. A. Ellison and D. M. 
Hamilton, 454, Dec. 49. 

Psychosensory Disorders of; S. V. Kraiz, 935, 
June ’50. 

Test to Predict Clinical Effects of ECT on 
Schizophrenic Patients; D. H. Funkenstein et 
al., 889, June 

Screening Test, Psychiatric, Evaluation of; G. Sas- 
low and F. O. Shobe, 37, July ’49. 

Screening Unsatisfactory Psychiatric Attendants 
and Applicants; N. S. Kline, 573, Feb. ’50. 
Section on Hospitals of A.P.A. (Ed.), 234, Sept. 

49. 
Sex: 

New York Adopts New Sex-Crime Act (Ed.), 
940, June '50, 

Psychosexual Cevelopment in Health and Dis- 
ease; P. A. Hoch and J. Zubin, eds. (R.), 875, 
May 's50; 940, June ‘50. 

Sex Offenders and the Law (Ed.), 390, Nov. 49; 
633, Feb. '50. 

Sexual Anomalies; M. Hirschfeld (R.) 640, Feb. 

Social Factors Opposed to Extension of Hetero- 
sexuality; C. C. Bowman, 441, Dec. ’49. 

Shame of the States; A. Deutsch (R.), 636, Feb. 50. 


Shock Therapy: 


Cerium Oxalate to Reduce Emesis in Deep Insu- 
lin Therapy; M. M. Berger, 865, May ’s5o. 

ECT in Presence of Spinal Injury; H. H. Morris, 
Jr., 300, Oct. ’49. 

ECT in Psychoses with Associated Pulmonary 
Tuberculosis; H. P. Close, 352, Nov. ’49. 

ECT Succeeded by Complete Flaccid Paralysis, 
Hallucinations, and Sudden Death; W. Riese 
and G. S. Fultz, 206, Sept. ’49. 

Insulin Shock Therapy; Survey of 393 Cases; 
D. M. Palmer et al., 918, June ’5o. 

Involutional Melancholia and Convulsive Ther- 
apy; I. L. Fishbein, 128, Aug. ’49. 

Is Shock Therapy on Trial?; T. R. Robie, go2, 
June ’50. 

Joint Statement on Electroshock by Presidents 
of A.P.A. and Electro-Shock Research Asso- 
ciation (Ed.), 152, Aug. ’49. 

Lung Abscess as Complication of ; S. Kwalwasser 
et al., 750, Apr. ’50. 

Prevention of Cardiac Complications in ECT; 
A. J. Bankhead et al., 911, June ’5o. 

Survey of Shock Therapy Practices; S. J. Tillim 
(Corresp.), 708, Mar. ’50. 

Technique of Combined Coramine-Electroshock 
Therapy; H. D. Faing, 308, Oct. ’49. 

Test to Predict Clinical Effects of ECT on 
Schizophrenic Patients; D. H. Funkenstein et 
al., 889, June ’so. 

Trigeminal Neuralgia, Three Cases Apparently 
Cured by Electroshock Therapy; E. R. Janji- 
gian, 143, Aug. ’49. 

Social Psychopathology (Review of Psychiatric 
Progress, 1940, Symp.) ; B. Glueck, 539, Jan. 

Social Science and Psychiatry (Ed.), 937, June ’5o. 

Social Work: 

Psychiatric Social Work (Review of Psychiatric 
Progress, 1949, Symp.); L. E. Woodward, 
537, Jan. ’50. 

Psychiatrist and Social Worker as Intake Team; 
J. L. Weinberger and E. Gay, 384, Nov. ’49. 

Societies Organized : 

Brooklyn Psychiatric Society (Ed.), 76, July ’49. 

Sociology : 

One Thousand Unsuccessful Careers; H. G. 
Grand (Corresp.), 227, Sept. '49. See also 
Reply; A. W. Stearns, 227, Sept. '49. 

Social Factors Opposed to Extension of Hetero- 
sexuality ; C. C. Bowman, 441, Dec. '49. 

Somnoform as Aid in Narcoanalysis and Narco- 
hypnosis; D. McG. Kelly, 692, Mar. ’50. 

Southern Psychiatric Association; R. F. Gayle, 
224, Sept. 40. 

Speech, Twentieth Century, and Voice Correction; 
E. Froeschels, ed. (R.), 155, Aug. '49. 

Standardization of Psychiatric Hospitals (Ed.), 
315, Oct. 49; 556, Jan. '50. 

Statistics, Need for Uniform Discharge, in Public 
Psychiatric Hospitals; W. E. Barton et al., 
429, Dec. '49. 

St.inhagen, Ruth, Case History; W. H. Haines 
and R, A. Esser, 737, Apr. ’50. 
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Suicide Key for Minnesota Multiphasic ; W. Simon 
and W. M. Hales, 222, Sept. ’49. 
Sullivan, Harry Stack, 1892-1949 (O.), 400, Nov. 
Swedish Naval Conscripts, Psychiatric and Socio- 
logic Study of ; M. Ekblad (R.), 395, Nov. ’40. 
Switzerland : 
Canton of Tessin Passes Mental Hygiene Law 
(Ed.), 315, Oct. ’49. 
Psychiatry in; R. A. Clark, 140, Aug. ’49. 
Swiss Society of Psychiatry: Meeting in Bern 
(Ed.), 633, Feb. ’50; Meeting in Rheinau 
(Corresp.) 226, Sept. ’49. 
Syncopal Attacks: Die Synkopalen Anfaelle; \V. 
Schulte (R.), 719, Mar. ’so. 


T 


Tests: See also Psychology, Rorschach, Projective 
Techniques. 
Evaluation of Psychiatric Screening Test: Cor- 
nell Word Form-1; G. Saslow and F. O. Shobe, 
37, July 49. 
Personality Projection in Drawing of Human 
Figure; K. Machover (R.), 395, Nov. ’49. 
Psychometric Determination of Alcoholic Addic- 
tion; M. P. Manson, 199, Sept. ’49. 
Psychometrics (Review of Psychiatric Progress, 
1949, Symp.) ; S. G. Estes, 510, Jan. ’so. 
Suicide Key for Minnesota Multiphasic ; W. Simon 
and W. M. Hales, 222, Sept. ’49. 
Test Performances of Brain-Injured and Brain- 
Diseased; R. M. Allen, 195, Sept. ’49. 
Thematic Apperception Test; M. I. Stein (R.), 
045, June ’50. 
Third Mental Measurements Yearbook; O. K. 
Buros, ed. (R.), 718, Mar. ’50. 
Therapy of Neuroses and Psychoses; S. H. Kraines 
(R.), 639, Feb. ’50. 
Thyroid Function in Mental Disease Measured with 
Radioactive Iodine I 131; K. M. Bowman et al., 
561, Feb. ’s50. 


INDEX | June 


Topectomy: See Psychosurgery. 

Trigeminal Neuralgia, Three Cases Apparently 
Cured by ECT; E. R. Janjigian, 143, Aug. ’40. 

Truitt, Ralph P., Resigns Post (Ed.), 151, Aug. ’49. 

Tuberculosis, Pulmonary, Associated with Psycho- 
ses, Use of ECT; H. P. Close, 352, Nov. 49. 

Twin Studies on Senescence; F. J. Kallmann and 
G. Sander, 20, July ’40. 


U 

Ulcer, Duodenal, Sociopsychological Study of Naval 
Enlisted Personnel and Civilians; J. Ruesch 
(R.), 795, Apr. ’50. 

Utah Child Guidance Center Organized (Ed.), 478, 
Dec. ’49. 

Virginia, Neuropsychiatric Society of, New Officers 

(Ed.), 940, June ‘So. 


W 
Welfare State: “Creeping Paralysis of Dependency” 
(Ed.), 710, Mar. 
Which Way Out; C. P. Oberndorf (R.), 878, May 
50. 
Who Goes to a Psychiatrist?; N. K. Rickles et al., 
845, May ’S5o. 
Wolfson, Dr. Isaac N., New Director of Newark 
State School (Ed.), 712, Mar. ’So. 
World Federation for Mental Health: 
Bulletin of (Ed.), 314, Oct. ’40. 
Second Mental Health Assembly (Ed.), 391, 
Nov. ’40. 
Yale University, Grant Received for Student Psy- 
chiatric Guidance (Ed.), 150, Aug. ’49. 
Year Book, 1948, of Neurology, Psychiatry and 
Neurosurgery; H. H. Reese et al., eds. (R.), 
158, Aug. 


AUTHOR INDEX 


A 


Alexander, Leo; General Principles of Psycho- 
therapy, 721, Apr. ’50. 

Allen, Arnold, and Forster, Francis M.; Wave and 
Spike Discharges in the EEG, 122, Aug. ’40. 

Allen, Frederick H.: See Dawley, Almena, jt. auth. 

Allen, Robert M.; A Comparison of the Test Per- 
formances of the Brain-Injured and the Brain- 
Diseased, 195, Sept. ’49. 

Anderson, Lela S.; Human Factors Involved in 
Providing Better Nursing Treatment and Care 
of Patients in Mental Hospitals, 486, Jan. ’50. 

Ashby, Winifred; An Approach to the Solution of 
Mental Dysfunction through Brain Enzyme 
Studies, 491, Jan. ’50. 


B 


Bales, P. D.: See Himwich, H. E., jt. auth. 
Balser, Benjamin Harris; See Rosner, Albert A., 
jt. auth. 


Bankhead, Alexander J., Torrens, John K., and 
Harris, Titus H.; The Anticipation and Preven- 
tion of Cardiac Complications in Electroconvul- 
sive Therapy: A Clinical and Electrocardio- 
graphic Study, 911, June ’50. 

Barton, Walter E., Tompkins, Harvey J., and Nadel, 
Aaron B.; The Need for Uniform Discharge 
Statistics in Public Psychiatric Hospitals, 429, 
Dec. 49. 

3assan, M. E.: See Rickles, Nathan K., jt. auth. 

3erger, Milton M.; The Use of Cerium Oxalate to 
Reduce Incidence of Emesis in Deep Insulin 
Therapy, 865, May ’so. 

Berne, Eric; Some Oriental Mental Hospitals, 376, 
Nov. ’49. 

Billings, Edward G.; The Dynamics of Psycho- 
therapy: An Eclectic Point of View, 346, Nov. ’49. 

Blaisdell, Russell E.; Institutional Service Units 
Movement, 255, Oct. ’49. 

Boothe, Bert E.: See Masserman, Jules H., jt. auth. 
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Boulanger, J. B.: See Stern, Karl, jt. auth. 

Bowman, Claude C.; Social Factors Opposed to the 
Extension of Heterosexuality, 441, Dec. ’49. 

Bowman, Karl M.; Alcohol. Geriatrics (Review of 
Psychiatric Progress, 1949), 524, Jan. ’50. 

Bowman, Karl M., Miller, Earl R., Dailey, Morris 
E., Simon, Alexander, Frankel, Berdeen, and 
Lowe, Genevieve W.; Thyroid Function in Men- 
tal Disease Measured with Radioactive Iodine, 
I 181, 561, Feb. ’50. 

Boyd, David A., Jr.; Problems of Institutional Care 
of the Aged, 616, Feb. ’50. 

Boyer, L. Bryce; Sculpture and Depression: A 
Psychiatric Study of the Life and Productions of 
a Depressed Sculptress, 606, Feb. ’50. 

Brosin, Henry W.; William C. Menninger, M.D., 
13, July ’49. 

Brown, Thelma E.: See Ross, George L., jt. auth. 

Buchmueller, A. D., and Gildea, Margaret C.-L.; 
A Group Therapy Project with Parents of Be- 
havior Problem Children in Public Schools, 46, 
July 

Burlingame, C. C.; Psychiatry in Industry (Review 
of Psychiatric Progress, 1949), 520, Jan. ’50. 


C 


Cameron, Dale C.; Psychiatric Implications of 
Civil Defense, 587, Feb. ’50. 

Cameron, Kenneth; Postgraduate Training in Child 
Psychiatry, 755, Apr. ’50. 

Chambers, Ralph H.; Inspection and Rating for 
Mental Hospitals, 250, Oct. ’49. 

Clapp, John S., and Loomis, Earl A., Jr.; Contin- 
uous Sleep Treatment: Observations on the Use 
of Prolonged, Deep, Continuous Narcosis in Men- 
tal Disorders, 821, May ’S50. 

Clark, Robert A.; Psychiatry in Switzerland: 
Zurich, Basel, Bern, 140, Aug. ’49. 

Cleghorn, R. A., and Graham, B. F.; Studies of 
Adrenal Cortical Activity in Psychoneurotic 
Subjects, 668, Mar. ’50. 

Cleghorn, Sheena: See Stern, Karl, jt. auth. 

Close, Henry P.; The Use of Electroshock Therapy 
in Treating Psychiatric Patients with Associated 
Pv'!monary Tuberculosis, 352, Nov. ’49. 

Corcoran, Mary E.; Psychiatric Nursing by Affilia- 
tion, 621, Feb. ’5o. 

Corcoran, Mary E.; Psychiatric Nursing (Review 
of Psychiatric Progress, 1949), 535, Jan. ’50. 
Cruvant, Bernard A., and Yochelson, Leon; The 
Psychiatrist and the Psychotic Psychopath: A 
Study in Interpersonal Reiations, 594, Feb. ’50. 
Cushing, J. G. N.; The Role of the Psychiatrist as 

Consultant, 861, May ’so. 


D 


Dailey, Morris E.: See Bowman, Karl M., jt. auth. 

Davidson, Henry A.; On Being Cross-Examined, 
424, Dec. ’49. 

Dawley, Almena, and Allen, Frederick H.; Social 
Aspects of Personality in Child Guidance Clinic 
Practice, 462, Dec. ’49. 


Dorken, Herbert, Jr., and Tunis, Martin W.; Pro- 
jective Technique with Narcosis, 216, Sept. ’49. 

Drayer, Calvin S.; Military Psychiatry (Review of 
Psychiatric Progress, 1949), 544, Jan. ’50. 

DuBois, Franklin S.; Compulsion Neurosis with 
Cachexia (Anorexia Nervosa), 107, Aug. ’49. 


E 


Ebaugh, Franklin G.; Psychiatric Education (Re- 
view of Psychiatric Progress, 1949), 545, Jan. ’50. 

Elliott, K. A. C.: See Stern, Karl, jt. auth. 

Ellis, Albert, and Fuller, Earl W.; The Personal 
Problems of Senior Nursing Students, 212, Sept. 
"49. 

Ellison, E. Alden, and Hamilton, Donald M.; The 
Hospital Treatment of Dementia Precox: 
Part II, 454, Dec. ’40. 

Elmadjian, Fred: See Freeman, Harry, jt. auth. 

Erwin, Herbert J.; Psychiatric Medical Education 
among Negro Physicians, 624, Feb. ’50. 

Esser, Robert A.: See Haines, William H., jt. auth. 

Essig, C. F.: See Himwich, H. E., jt. auth. 

Estes, Stanley G.; Psychometrics (Review of Psy- 
chiatric Progress, 1949), 510, Jan. ’50. 


F 


Fabing, Howard D.; Technique of Combined Cora- 
mine-Electroshock Therapy, 308, Oct. ’49. 

Felix, Robert H.; Mental Disorders as a Public 
Health Problem, 401, Dec. ’49. 

Ferraro, Armando, and Roizin, Leon; Cerebral 
Morphologic Changes in Monkeys Subjected to 
a Large Number of Electrically Induced Con- 
vulsions (32-100), 278, Oct. ’49. 

Fishbein, Isadore Leo; Involutional Melancholia 
and Convulsive Therapy, 128, Aug. ’49. 

Forster, Francis M.: See Allen, Arnold, jt auth. 

Frankel, Berdeen: See Bowman, Karl M., jt. auth. 

Freedman, A. M.: See Himwich, H. E., jt. auth. 

Freeman, Harry, and Elmadjian, Fred; Carbohy- 
drate and Lymphoid Studies in Schizophrenia, 
660, Mar. ’50. 

Freeman, Walter; Psychosurgery (Review of Psy- 
chiatric Progress, 1949), 534, Jan. ’50. 

Fuller, Earl W.: See Ellis, Albert, jt. auth. 

Fultz, G. S.: See Riese, W., jt. auth. 

Funkenstein, Daniel H., Greenblatt, Milton, and 
Solomon, Harry C.; Psychophysiological Study 
of Mentally Ill Patients. Part I, The Status of 
the Peripheral Autonomic Nervous System as 
Determined by the Reaction to Fpinephrine and 
Mecholyl, 16, July ’49. Part II. Changes in the 
Reactions to Epinephrine and Mecholyl after 
Electric Shock Therapy, 116, Aug. ’49. 

Funkenstein, Daniel H., Greenblatt, Milton, and 
Solomon, Harry C.; A Test Which Predicts the 
Clinical Effects of Electric Shock Treatment on 
Schizophrenic Patients, 889, June ’5o. 


G 
Gabrio, Beverly Wescott: See Thale, Thomas, jt. 
auth. 
Galvin, James ; German Psychiatry during the War, 
703, Mar. ’50. 
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[ June 


Garnett, Richard W., and Klingman, Walter O.; 
Cytochrome C: Effects of Intravenous Adminis- 
tration in Presenile, Senile, and Arteriosclerotic 
Cerebral States, 607, Mar. ’50. 

Gay, Eleanor: See Weinberger, Jerome L., jt. auth. 

Gayle, R. Finley; The Southern Psychiatric Asso- 
ciation (Historical Note), 224, Sept. ’49. 

Geddes, David; A Preliminary Report on the Effects 
of Drinking in Twenty-Five Cases of Epilepsy, 
787, Apr. ’50. 

Gelbman, Frank; Retrospection on Part of the 
Aleutian Campaign, 136, Aug. 49. 

Gerard, R. W.; Physiology and Psychiatry, 161, 
Sept. ’49. 

Gildea, Margaret C.-L.: See Buchmueller, A. D., 
jt. auth. 

Glass, Albert J.; An Attempt to Predict Probable 
Combat Effectiveness by Brief Psychiatric Ex- 
amination, 81, Aug. ’49. 

Glueck, Bernard; Social Psychopathology (Review 
of Psychiatric Progress, 1949), 539, Jan. 50. 

Graham, B. F.: See Cleghorn, R. A., jt. auth. 

Gralnick, Alexander; A Postgraduate Psychoana- 
lytic Training Program: Its Evolution, Prin- 
ciples, and Operation at the New York Medical 
College, 841, May ’so. 

Gray, Kenneth G.; Psychiatric Evidence in Crimi- 
nal Cases, 497, Jan. ’50. 

Greenblatt, Milton: See Levin, Sidney, jt. auth., 
and Funkenstein, Daniel H., jt. auth. 

Guttmacher, Manfred S.; Adult Court Psychiatric 
Clinics, 881, June ’s5o. 


H 


Haines, William H., and Esser, Robert A.; Case 
History of Ruth Steinhagen, 737, Apr. ’5o. 

Hales, William M.: See Simon, Werner, jt. auth. 

Hamilton, Donald M.: See Ellison, E. Alden, jt. 
auth. 

Hampson, J. L.: See Himwich, H. E., jt. auth. 

Hanahan, P. W.: See Palmer, D. M., jt. auth. 

Harris, Titus H.: See Bankhead, Alexander J., 
jt. auth. 

Hartogs, Renatus; The Clinical Investigation and 
Differential Measurement of Anxiety, 929, June 
’50. 

Healey, Marie M.: See Levin, Sidney, jt. auth. 

Hecker, Arthur O.: See Masserman, Jules H., jt. 
auth. 

Heldt, Thomas J.; Neuropsychiatry in Michigan 
(II), 761, Apr. ’50. 

Himwich, H. E., Essig, C. F., Hampson, J. L., 
Bales, P. D., and Freedman, A. M.; Effect of 
Trimethadione (Tridione) and Other Drugs on 
Convulsions Caused by Di-Isopropyl Fluoro- 
phosphate (DFP), 816, May ’so. 

Hoagland, Hudson: See Pincus, Gregory, jt. auth. 

Hobbs, G. E.: See Tillmann, W. A., jt. auth. 

Hoch, Paul H., and Lewis, Nolan D. C.; General 
Clinical Psychiatry, Psychosomatic Medicine, 
Psychotherapy, and Group Therapy (Review of 
Psychiatric Progress, 1949), 512, Jan. ’50. 

Hoch, Paul H.; Theoretical Aspects of Frontal 
Lobotomy and Similar Brain Operations, 448, 
Dec. ’49. 


Hoffman, Harry R.: See Sherman, Irene C., jt. 
auth. 


I 


Ingham, Harrington V.; A Statistical Study of 
Family Relationships in Psychoneurosis, 91, Aug. 


49. 
J 


Janjigian, Edward R.; Report of Three Cases of 
Trigeminal Neuralgia Apparently Cured by Elec- 
troshock Therapy, 143, Aug. 40. 

Jenkins, Richard L.; Psychiatry at the Crossroads, 
358, Nov. 40. 

Jensen, Reynold A.; The Clinical Management of 
the Mentally Retarded Child and the Parents, 
830, May ’so. 

Jones, Robert O.; Psychiatric Opportunities in a 
Small Community, 69, July ’40. 

Josephy, Herman; Analysis of Mortality and Causes 
of Death in a Mental Hospital, 185, Sept. ’40. 

Juda, Adele; The Relationship between Highest 
Mental Capacity and Psychic Abnormalities, 296, 
Oct. ’49. 

K 


Kallmann, Franz J.; Heredity and Eugenics (Re- 
view of Psychiatric Progress, 1949), 501, Jan. ’50. 

Kallmann, Franz J., and Sander, Gerhard; Twin 
Studies on Senescence, 29, July ’49. 

Kanner, Leo; Child Psychiatry. Mental Deficiency 
(Review of Psychiatric Progress, 1949), 515, 
Jan. ’50. 

Kelley, Douglas McG.; Use of Somnoform as an 
Aid in Narcoanalysis and Narcohypnosis, 692, 
Mar. ’50. 

Klein, J. J.: See Rickles, Nathan K., jt. auth. 

Kline, Nathan S.; Characteristics and Screening of 
Unsatisfactory Psychiatric Attendants and Atten- 
dant-Applicants, 573, Feb. ’50. 

Klingman, Walter O.: See Garnett, Richard W., 
jt. auth. 

Kolb, Lawrence C.; Research and Its Support 
under the National Mental Health Act, 407, Dec. 

Kozol, Harry L.; Integrity in Medical Testimony, 
420, Dec. ’49. 

Kraiz, S. V.; The Psychosensory Disorders of 
Schizophrenia, 935, June ’5o. 

Kwalwasser, Simon, Monroe, Russell R., and Nean- 
der, John F.; Lung Abscess as a Complication of 
Electroshock Therapy, 750, Apr. ’50. 


L 
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